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to make the patient 
more amenable 
to psychotherapy 


Freed of anxiety and tension, Librium- 
treated patients become more acces- 
sible and communicative. Librium may 
even open an avenue of approach to 
the most troublesome phobic or obses- 
sive thinking and compulsive behavior. 
Librium therapy preserves mental acu- 
ity, allowing the patient to remain in 
contact with his environment and to de- 
rive greater benefit from psychotherapy. 


LIBRIUM® Hydrochloride — 7-chloro-2-methylamino-5-pheny!-3H- 
1, 4-benzodiazepine 4-oxide hydrochloride 
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THE TRANQUILIZERS 


Consult literature and dosage information, available 
on request, before prescribing. 


pis 


Volur 
A 
1700 1 
Edito: 
Edito 
ng 
— A 
Eug 
Geo 
4 q Carl 
4 Mire 
Miri 
Zign 
Ales 
(Eas 
: Eng] 
(We 
30 V 
= (DE 
Menta 
Ralp 
= Malc 
Stew 
Mr. 
Walt 
Mr. | 
Cea 
Willi 
Juser 
tien 
3 4 copi 
for ins: 
number 
subserip 
Psychiat 
of subs 
Limited 
for rel; 
mental 
. baw 
Baltimo: 
Baltimor 


Volume 12 


Number 5 


Copyright 1961 
Am: <ican Psychiatric Association 
1700 18t!: St., N. W., Washington 9, D. C. 


Editor: Mathew Ross, M.D. 


Editoriz 

Pat Vosburgh, Chief 

Tadd 'isher 

Lucett: G. Nagourny 

M. E. Pace 

Phyllis Woodward, LL.B. (Legal & 
Admin.) 

Eugen: Youtz (Military leave) 

George Doty (Consulting Art Editor) 


Contributing Editors 
Carl Birchard, Canadian News 
Henry A. Davidson, M.D., 
Dr. Whatsisname 
Mrs. Katherine E. Flack, Dietetics 
Miriam Karlins, Volunteer Material 
Zigmond Lebensohn, M.D., 
International Material 
Lucy D. Ozarin, M.D., Book Reviews 
Alex Sareyan, Film Reviews 
Alexis Tarumianz, New Products 
Advertising 
M. E. Pace, Manager 
Fred C. Michalove 
(Eastern Representative) 
44 N. Dean St., P.O. Box 533 
Englewood, N. J. (LOwell 7-2120) 
Gordon M. Marshall 
(Western Representative) 


30 W. Washington St., Chicago 2, Ill. 
(DEarborn 2-5148) 


Mental Hospital Services Consultants 
Winfred Overholser, M.D., Chief 
John J. Blasko, M.D. 

Ralph M. Chambers, M.D. 
Hayden H. Donahue, M.D. 
Malcolm J, Farrell, M.D. 
Robert S. Garber, M.D. 
Stewart T. Ginsberg, M.D. 
Mr. Joseph Greco 

William S, Hall, M.D. 
William L. Jaquith, M.D. 
Walter Rapaport, M.D. 

C. A. Roberts, M.D. 

Mr. Sidney Spector 

M. A. Tarumianz, M.D. 
Cecil Wittson, M.D. 

Mr. A. C. Yopp 


AP.A. Staff Consultants 


Austin M, Davies, Ph.B. 
Lois Perry Jones 

Dorothy M. Richardson 
Robert L. Robinson, M.A. 
William F. Sheeley, M.D. 
Juseph Turgeon, II 


Published monthly by the American Psychi- 
trie Association, 1700 18th St., N.W., Wash- 
ington, D.C., for staff b of tal hos- 
pitals, Is, and leted which 
subscribe to the American Psychiatric Associa- 
tien Mental Hospital Service. Subscription 
Price: At the rate of $6.50 a year each, up to 
44 copies of each issue are included in the 
dues, which range from $50 to $350 a year 
for institutional subscribers, based on the 
number of beds in an institution. Individual 
tubseriptions (for members of the American 
Psychiatric Association and for staff members 
of subscribing institutions) $6.50 a year. 
Limited Service subscriptions of $25 a year 


for related professional organizations and. 


mental hygiene secicties include 5 copies of 
issue. Printed at 3110 Elm Avenue, 

Baltimore, Md. S$ d class postage paid at 
ore, Md. 


Mental llospitals 


Hos{nrtal Journal of the 


AMERICAN PSYCHIATRIC ASSOCIATION 


R. H. Felix, M.D., President 
Walter E. Barton, M.D., President-Elect 
D. Griffith McKerracher, M.D.; R. W. Waggoner, M.D., Vice Presidents 
C. H. Hardin Branch, M.D., Secretary: Addison M. Duval, M.D., Treasurer 
Mathew Ross, M.D., Medical Director 


Contents, May 1961 


The Editor’s Notebook...................... ...Mathew Ross, M.D. 3 


Clinical Nurses as Teachers.................... Edward N, Hinko, M.D., 
and Ira Friedman, Ph.D. 6 


...S. E, Stevens, M.D. 11 
Dr. Whatsisname 12 


Action for Community Facilities: Clinics, private psychiatrists, and general 
hospital units must increase their ability to meet present and future 
Joseph T. Greco 13 


The Private Hospital’s Responsibility for Leadership....Robert S. Garber, M.D. 16 


Talking It Over on a Disturbed Ward 
Be-Kind-to-Relatives Week.. 


Achieving Optimum Use of the Day Hospital......Ruth I. Barnard, M.D., Ph.D. 18 
Disaster Planning—Fire and Tornado.....................s0sc00000+ Robert N. Simmons 20 


Specificity of Milieu Therapy...................cccsseseesceesssseees Nathan L. Comer, M.D.; 
Harold H. Morris, Jr., M.D.; and Frank Orland, M.D. 24 


Automatic Data Processing of Patients’ Records | 
Shirley Klett, Ph.D., and Lee Sewall, M.D. 26 


The Psychiatric Social Worker as Leader of a Group 
Lillian S. Irvine and Mary B. Palmer 29 


Jacqueline Bernard 32. 


Nurses and Psychotherapy 


Design for Rehabilitation in Australia...... E. Cunningham Dax 36 


PHOTO CREDITS—p. 6, St. Elizabeths Hospital, D. C.; p, 20, Mental Health 
Services, Essondale, B. C.; p. 25, Traverse City State Hospital, Mich.; pp. 26-27, 
Perry Point VA Hospital, Md.; pp. 37-39, Victorian Mental Health Services, 
Australia; p. 40, British Information Service; p. 47, The Palladium-Item and 


Sun-Telegram, Richmond, Ind. ART CREDITS—Cover, George Doty; p. 12, 
Ralph Robinson 

REVIEWS & COMMENTARY NEWS & NOTES 

41 Quarterly Calendar .............. 46 
42 People & Places .................... 48 


Menta Hospitats offers a forum for free discussion about matters of 
interest to persons involved in the care and treatment of psychiatric 
patients. Opinions expressed by the authors are theirs and do not neces- 
sarily represent the official policy of the American Psychiatric Association. 


4 : 1 
j 
| 
| 
3 
| 
{ 


ofranil®, brand of 
hydrochloride: Tablets of 251 mg. 
tablets of 10 mg. for geriatric and — 
adolescent use; also, ampuls for — 
intramuscular administration only, ea 
the Art often masked by containing 25 mg. in 2 cc. of solution 
physical symptoms such as fatigue, (1.25 per cent) 
somnia, poor appetite and weightloss | 
is frequently detectable only 


in 80 per cent 
cases within 


igy 
Division of Geigy Chemical Corporation 
ailed literature able o TO594-61 


to 
ch 
that 
implic 
matic 

— 


_ The Editor's Notebook 


THe CoUNCIL OF THE AMERICAN PsyCHIATRIC ASSOCI- 
Sey ation recently released the following official state- 
“4° ment of policy on confidentiality: 

a “Confidentiality may be defined as an ethical un- 
derstanding between the physician and the patient 
that anything the patient tells his doctor will not 
be divulged to anyone else. The principle has gov- 
emed physician-patient relationships since time 
immemorial and is as sound today as ever. In the 
ease of psychiatry, it is absolutely essential to the 
practice of psychotherapy, since, obviously, pa- 
tients would not reveal their thoughts and feelings 
if it were not observed. 

“Confidentiality, however, like freedom, is not 
quite absolute. The physician, like everyone else, 
is subject to laws which may, under certain cir- 
cumstances, require a breach of the rule of con- 
fidentiality. Even then, however, there are certain 
legal procedures which must be scrupulously fol- 
lowed. In addition there is a vaguer area in which 
the physician must, in the last analysis, turn only 
to God and his own conscience for guidance as 
when an act harmful to the patient and society 
might be committed if strict confidentiality were 
to be maintained. The rare exception, however, 
only reinforces the time-honored rule.” 

I quote this statement here because I believe 
that, while it is directed to physicians, it has broad 
mplications for everyone who works with mental 
Patients. How confidential, for instance is the infor- 
Mation which a patient reveals to his social worker, 


to the nurse on the ward, to the aide who accom- 
panies him on his walk around the hospital grounds? 
What is the medical records librarian’s responsibility 
in regard to confidentiality? What responsibility 
does the psychologist or the electroencephalographer 
or the laboratory technician have to keep confidential 
the information he receives from tests? There is, of 
course, a great need for members of a treatment team 
to exchange information for the benefit of the pa- 
tient. But where does this exchange cease to be 
therapeutic and become mere gossip, constituting a 
breach of confidentiality? 

The problem of confidentiality even arises in 
group psychotherapy; privileged communication 
should exist between all members of the group, but 
this would be a departure from the legal position of 
limiting such privilege to the relationship between 
two persons. This “legal position” is anything but 
clear. Most patients assume that they are protected 
by privileged communication in their doctors’ offices 
or in hospital settings. Unfortunately, while such 
privilege exists between priest and parishioner, law- 
yer and client, it is only a qualified right between 
doctor and patient. 

Under existing laws the boundary lines of con- 
fidentiality in our medical specialty can sometimes be 
as amorphous for both doctor and patient as are 
those of outer space when nations dispute their rights 
to the cosmos. But every hospital staff member must 
be aware of these legal ambiguities, and recognize 
his moral responsibility to protect the patient to the 
best of his ability. He must remember, too, that the 
right of privilege, whenever it exists, belongs to the 
patient, and not to the doctor or the hospital. 

Confidentiality is a subject of vital concern to 
all of us. It is apt to become more so in this age of 
increasing legal technicalities and complexities. The 
crux of the matter is that we all are often caught be- 
tween our responsibility to our patients and our re- 
sponsibility to society. 

As editor of Mental Hospitals I would like to 
take this opportunity to solicit articles, letters, or 
short, written observations on this subject. 
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‘Thorazine’ 
Psychiatric Prescribing Information 


ADULT INDICATIONS AND DOSAGE 


Dosage should always be adjusted to the response of the individual and 
the severity of the condition. It is im nt to increase dosage until 
symptoms are controlled or side JL. tT... troublesome. 
Mental and Emotional Disturbances of Everyday Practice 
— Starting oral dosage is 10 mg. t.i.d. or q.i.d., or 25 mg. b.i.d. or t.i.d. 
After a day or two, dosage may be increased by increments of 20 mg. 
to 50 mg. daily, at semiweekly intervals (increase should be more 
gradual in emaciated or senile patients) until achieving maximum 
clinical response. Continue dosage at this level for at least two weeks; 
then it can usually be reduced to a maintenance level. A daily dosage 
of 200 mg. is ‘‘average,’’ but in some cases, such as discharged mental 
tients, daily dosages as high as 800 mg. may be necessary. Starting 
intramuscular dose is 25 m . (1 cc.). If necessary, and if no hypotension 
oom repeat the initial ose in one hour. Subsequent dosages should 
oral, starting at 25 mg. to 50 mg. t.i.d. 
Psychiatric Patients— Acutely agitated, manic, or dis- 
turbed patients: Starting intramuscular dose is 25 mg. (1 cc.). If no marked 
hypotension occurs, an additional 25 mg. to 50 mg. injection may 
given after one hour. Subsequent intramuscular dosages may be 
increased gradually over a period of several days—even up to 400 mg. 
4-6h in exceptionally severe cases—until the patient is controlled. (In 
Gauty or emaciated patients the dosage should be increased more 
slowly than in other patients.) Usually the patient becomes quiet and 
cooperative within 24 to 48 hours after the initial dose, at which time 
oral doses may gradually be substituted for intramuscular doses (mg. 
for mg. or higher). Even if control is not complete, oral doses may 
gr.dually replace intramuscular doses. During this period, oral dosage 
should be increased rapidly until the patient is calm. Usually an ora/ 
dose of 500 mg. a day is sufficient but, if necessary, the dosage may be 
gradually increased still further to 2,000 mg. a day or higher. Less 
acutely agitated patients: Starting oral dose is 25 mg. t.i.d. Subsequently, 
increase the amount gradually until an effective dosage is reached— 
usually 409 mg. daily is sufficient. Duration of therapy: It is important 
to determine the optimal dosage regimen and to continue treatment 
long enough for maximum clinical response. Maximum improvement is 
sometimes not apparent until after weeks or even months of therapy. 
Alcoholism — Starting intramuscular dose for severely agitated patients 
is 25 mg. to 50 mg. (1-2 cc.). Repeat initial dose in necessary and if no 
hypotension occurs. Start subsequent oral dosages at 25 mg. to 50 mg. 
t.i.d. Starting oral dose for agitated but seangus patients is 50 mg., 
followed by 25 mg. to 50 mg. t.i.d. For ambulatory patients with 
withdrawal symptoms or sober chronic alcoholics, starting oral dosage 
is 10 mg. t.i. Le .i.d., or 25 mg. b.i.d. or t.i.d. Patients in a stuporous 
condition should allowed to sleep off some of the effects of the 
alcohol before “Thorazine’ is administered. 


PEDIATRIC INDICATIONS AND DOSAGE 


For behavior disorders—Oral dosage is on the basis of 4 mg./Ib. 
of body weight q4-Gh, until symptoms are controlled (i.e., for 40 Ib. 
child—10 mg. q4-Gh). Rectal dosage is on the basis of % mg./Ib. of 
body weight q6-8h, p.r.n. (i.e., for 20-30 Ib. child—half of a 25 mg. 
pository q6-8h). Intramuscular "dosage is on the basis of 4 mg./Ib. of tbody 
weight q6-8h, p.r.n. In children up to 5 years (or 50 Ibs.) —not over 40 
mg./day. In children 5-12 years (or 50-100 Ibs.) —not over 75 mg./day. 
In severely disturbed cases, 50-100 mg. daily ” been used, and, in older 
children, 200 mg. or more may be requir: 


IMPORTANT NOTES ON INJECTION 


Except for acute ambulatory cases, parenteral administration should 
generally be reserved for bedfast patients. Parenteral administration 
should always be made with the patient lying down and remaining so 
for at least 42 hour afterward. The injection should be given slowly, deep 
into the upper outer quadrant of the buttock. If irritation and pain at 
the site of injection are problems, dilution of “Thorazine’ Injection with 
physiologic saline solution or 2% procaine solution may be helpful. 
Subcutaneous administration is not advisable, and care should be taken 
to avoid injecting undiluted “Thorazine’ Injection into a vein. Intra- 
venous administration is recommended only for severe hiccups and 
encaury use contact dermatitis has been reported, avoid getting 
the solution on hands or clothing. 


SIDE EFFECTS 


The drowsiness caused by “Thorazine’ may be unwanted in some pa- 
om, It is usually mild to moderate and disappears after the first or 
second week of therapy. If, however, drowsiness is troublesome, it can 
usually be controlled by lowering the dosage or by administering small 
amounts of dextro amphetamine. 

Other side effects that have been reported occasionally are dryness of 
the mouth, nasal congestion, some constipation, miosis in a few pa- 
tients and, very rarely, mydriasis. 

Mild fever (99°F.) may occur occasionally during the first days of 
therapy with large intramuscular doses. 

During “Thorazine’ therapy some patients have an increased ap) 

and gain weight. Usually these patients reach a plateau Sevont petite 
they do not gain further weight. 


CAUTIONS 


Jaundice: In the more than 14 million patients who have been 
treated with “Thorazine’ in the United States, the incidence of jaundice 
—regardless of indication, dosage, or mode of administration—has 
low. Few cases have occurred in less than one week or after six weeks. 
Jaundice due to “Thorazine’ is of the so-called “‘obstructive’’ type; is 
without parenchymal damage; and is usually promptly reversible upon 
the withdrawal of “Thorazine’. 
Because detailed liver function tests of ag aad -induced jaundice 
ve a picture which mimics ic obstruction, exploratory 
fi parotomy should be withheld until culiclent studies confirm extra- 
obstruction. 


Agranulocytosis: Agranulocytosis, although rare, has been reported 


in patients on “Thorazine’ thera crapy. Patients receiving “Thorazine’ should 


be observed regularly and asked to report at once the <a appearance 
of sore throat or other signs of infection. If white blood counts and 
differential smears give an indication of cellular depression, the drug 
should be a and antibiotic and other suitable therapy 
should be instituted. Because most reported cases have occurred be- 
tween the fourth and the tenth weeks of treatment, patients on pro- 
longed therapy should be observed particularly during that period. 


A moderate suppression of total white blood cells is sometimes ob- 
served in patients on “Thorazine’ therapy. If not accompanied by other 
symptoms, it is not an indication for discontinuing “Thorazine’. 


Potentiation: ‘Thorazine’ prolongs and intensifies the action of 
many central nervous system depressants, such as barbiturates and 
narcotics. Consequently, it is advisable to stop administration of such 
depressants before initiating “Thorazine’ therapy. Later the depressant 
agents may be reinstated, starting with low doses, — increasing 
according to response. Approximately % to % the usual dosage of 
such agents is required when they are given in combination with 
“Thorazine’. (However, ‘Thorazine’ does not potentiate the anticon- 
vulsant action of barbiturates. In patients who are receiving anticonvul- 
sants, the dosage of these agents—including barbiturates—should not 
be reduced if ‘Thorazine’ is started. Rather, ‘Thorazine’ should be 
started at a very low dosage and increased, if necessary.) 


Hypotensive Effect: Postural hypotension and simple tachycardia 
may be noted in some patients. In these patients, momentary fainting 
and some dizziness are characteristic and usually occur shortly after 
the first parenteral dose, occasionally after a subsequent parenteral 
dose—very rarely after the first oral dose. In most cases, prompt 
recovery is spontaneous and all symptoms disappear within % to 2 
hours with no subsequent ill effects. Occasionally, however, this 
hypotensive effect may be more severe and prolonged, producing a 
shock-like condition. 

In consideration of possible hypotensive effects, the patient should be 
kept under observation (preferably lying down) for some time after 
the initial parenteral dose. If, on rare occasions, hypotension does 
occur, it can ordinarily be controlled by placing the patient in a recum- 
bent position with head lowered and legs raised. If it is desirable to 
administer a vasoconstrictor, ‘Levophed’ and ‘Neo-Synephrine’* are 
the most suitable. Other pressor agents, including epinephrine, are not 
recommended because phenothiazine derivatives may reverse the usual 
elevating action of these agents and cause a further lowering of blood 
pressure. 

Causes of Vomiting: The physician should always bear in mind that 
the antiemetic effect of “‘Thorazine’ may mask signs of overdosage of 
toxic drugs and may obscure diagnosis of conditions such as intestinal 
obstruction and brain tumor. 


Dermatological Reactions: Dermatological reactions have been 
reported. Most have been of a mild urticarial type, suggesting allergic 
origin. Some of them appear to be due to photosensitivity, and it is 
advisable that patients on “Thorazine’ avoid undue exposure to the 
summer sun. 


Extrapyramidal Symptoms: With very large doses of “Thorazine’, 
as frequently used in psychiatric cases over long periods, there have 
been a few patients who have exhibited extrapyramidal symptoms 
which closely resemble parkinsonism. Such symptoms are reversi- 
ble and usual. wed disappear within a short time after the dosage has been 
decreased or the drug withdrawn. These symptoms can also be controlled 
by the concomitant administration of standard anti-parkinsonism agents. 


Lactation: Moderate engorgement of the breast with pegation has 
been observed in female patients receiving very large doses of “Thorazine’. 
This, however, is a transitory condition which disappears on reduction 
of dosage or withdrawal of the drug. 


CONTRAINDICATIONS 


In comatose states due to central nervous system depressants (alcohol, 
barbiturates, narcotics, etc.), and also in patients under the influence 
of large amounts of barbiturates Of narcotics. 


AVAILABLE 


Tablets, 10 mg., 25 mg., 50 mg. and 100 mg., in bottles of 50, 500 
and 5090; 200 mg., for use in mental hospitals, i in bottles of 500 and 
5000. (Each tablet contains chlorpromazine hydrochloride, 10 mg., 
> mg., 50 mg., 100 mg., or 200 mg.) 


a. 1 cc. and 2 cc. (25 mg,/cc. )» in boxes of 6, 100 and 500. 

cc. contains, in aqueous orpromazine ‘hydrochloride, 
§ mg.; ascorbic acid, 2 mg.; sod um bisulfite, 1 mg.; sodium sulfite, 
1 mg.; sodium chloride, 6 mg.) 


Multiple-dose Vials, 10 cc. (25 mg./cc.), in boxes of 1, 20 and 100. 
(Each cc. contains, in aqueous solution, ch orpromazine hydrochloride, 

25 mg.; ascorbic acid, 2 mg.; sodium bisulfite, 1 mg.; sodium sulfite, 
1 mg.; sodium chloride, 1 mg. Contains bent ¢ alcohol, 2%, as 
preservative.) 


Spansule® capsules, 30 mg., 75 mg., 150 mg. and 200 mg., in 
bottles of 30, 250 and 1500; also 300 mg., in bottles of 30 and 1500. 
(Each “Spansule’ capsule contains chlorpromazine hydrochloride, 30 mg., 
75 mg., 150 mg., 200 mg., or 300 mg.) 

Syrup, 10 mg,/teaspoonful (5 cc.), in 4 fl. oz. bottles. (Each 5 cc. 
contains chlorpromazine hydrochloride, 10 mg.) 

Suppositories, 25 mg. and 100 mg., in boxes of 6. (Each suppository 
contains chlorpromazine, 25 mg. or 100 mg.; glycerin, glyceryl! mono- 
palmitate, glyceryl monostearate, hydrogenated cocoanut oil fatty 
acids, hydrogenated palm kernel oil fatty acids, lecithin.) 


Concentrate (for hospital use), 30 mg./cc., in 4 fl. oz. bottles. 
(Each cc. contains chlorpromazine hydrochloride, 30 mg.) 

Before prescribing in any indication other chan those given 
here, the physician should be familiar with dosage, side effects, cau- 
tions and contraindications for such indications. This information is 
available in: Thorazine® Reference Manual and Physicians’ Desk Reference. 


*‘Levophed’ and ‘Neo-Synephrine’ are the trademarks (Reg. U.S. Pat. 
Off.) of Winthrop Laboratories for its brands of levarterenol and 
phenylephrine respectively. 
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that Thorazine® has in 
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Clinical Nurses as Teachers} * 


By EDWARD N. HINKO, M.D., Director 
and IRA FRIEDMAN, Ph.D., Chief Psychologist 
Cleveland Psychiatric Institute and Hospital, Ohio cP 


PLANS ARE DRAWN ON PAPER. When they involve people clas 
rather than inanimate objects, their successful fruition to) 
requires sensitive handling of human relations as well as den 
application of sound principles of scientific administra- ter: 
tion. Outlining objectives and developing techniques for 
implementing the plans are only the beginning. Inade- 
quate consideration of the people involved—their needs, 
interests, motivations, personalities, and the like—fre- 
quently results in the failure of the best laid plans. On 
the other hand, when the situation is structured to permit 
personnel to discharge organizational requirements and 
satisfy individual needs at the same time, the stage is 
set for optimal satisfaction and performance. 

This paper is an account of the evolution of a pro- 
gram of psychiatric nursing education, with particular 
focus on clinical instruction. Our purpose is to describe 
the approaches we used in dealing with problems which 
emerged in the course of the evolution. Since the pro- } 
gram involves clinical nurses, nursing instructors, and 
student nurses, as well as other staff, a great many of 
these problems were in the area of human relations. 

For many years the Cleveland Psychiatric Institute 
and Hospital had been involved in a paradoxical situ- 
ation. It maintained an affiliation in psychiatric nursing, 
but responsibility for the education of nursing students 
remained with the adjacent Cleveland Metropolitan Gen- 
eral Hospital and its school of nursing. The students 
were directly responsible to the nursing education staff 
employed by CMGH, but received the major part of their 
clinical supervision from the CPI&H nursing staff. 

Throughout the years this situation led to some con- } part 
fusion. The students had problems in institutional iden- pers 
tification, not feeling truly a part of. either institution | men 
They were uncertain about supervision, since a good 
of the time they were under the direction of CPI&H REI 
nurses, while CMGH nursing faculty organized and con- 
ducted their didactic programs and gave out their 
grades. Similarly, the CMGH nursing faculty maim | jp ¢ 
tained offices at CPI&H, and had a variety of adminis- pape 
trative superiors to whom they were responsible. All in | is ¢; 


all, it was an unhealthy situation. with 
Our main problem, once recognized, dictated its] ly 
own solution. Administrative efforts were geared to eli- imp! 


minate the duality of responsibilities, authority, and iden- } sony 
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tific:tion. On July 1, 1959, the Ohio Department of Men- 
tal Hlygiene and Correction contracted to assume total 
responsibility for an affiliation in psychiatric nursing to 
be conducted at the Cleveland Psychiatric Institute and 
Hospital. This administrative action eliminated the prob- 
lems of dual affiliation and resulted in a variety of grati- 
fying benefits. However, the new organizational struc- 
ture brought its own problems. 


THE PROBLEM OF CLINICAL INSTRUCTION 


The Ohio State Board of Nursing requires that stu- 
dents have at least two hours of planned clinical instruc- 
tion per week during the 13-week psychiatric affiliation. 
CPI&H had been functioning with only two full-time 
nursing instructors, who were carrying a variety of ad- 
ministrative responsibilities in addition to planning, pre- 
paring, organizing, and conducting formal didactic 
classes. It was obviously impossible for two instructors 
to provide the required clinical instruction for 70 stu- 
dent nurses assigned to ten different wards. Several al- 
ternative plans were considered: 


(1) To combine nursing student teams from differ- 
ent wards in the two-hour ward conferences each 
week. The major advantage of this plan would be 
in terms of availability of time of nursing instruc- 
tors. The major disadvantage would be that many 
of the patients discussed would be unknown to some 
of the students, and this would seriously reduce 
benefits derived from such instruction. 

(2) To hire additional nursing instructors to handle 
the large teaching assignment. This plan tends to 
be impractical since there is a scarcity of trained 
psychiatric nursing instructors. 

(3) To transfer several members of the clinical nurs- 
ing staff to the nursing faculty. This would serve to 
meet the teaching requirement but would reduce 
clinical nursing services, unless other clinical nurses 
could be employed. 

(4) To utilize clinical nursing staff in clinical in- 
struction while maintaining them as clinical nurses. 
This would have the dual advantage of reducing the 
teaching burden on all and allowing the students to 
discuss patients with experienced nurses who knew 
the patients. The major disadvantage would be in 
the limited teaching skills of the clinical nurses. 


The last plan appeared to hold the most promise, 
particularly if nursing instructors and some nursing su- 
pervisors could assist the clinical nurses in the develop- 
ment of teaching skills and procedures. 


RELEVANT INTRAPERSONAL VARIABLES 


The decision to involve graduate psychiatric nurses 
in the clinical training of students is an example of a 
paper plan. While well-conceived in many respects, it 
is capable of being a dismal failure if those entrusted 
with the responsibility of carrying it out are not sufficient- 
ly motivated to assume the responsibility. In order to 
implement this plan and to motivate our nursing per- 
sonnel, we first undertook to understand the nurses and 
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to make the program fit their needs. Then we presented 
the plan in ways designed to bolster their positive feel- 
ings. 
The educational backgrounds of the Cleveland Psy- 
chiatric Institute and Hospital staff nurses differ widely. 
Most of the nurses graduated from three-year programs. 
Some of them have had college training, some are pres- 
ently enrolled in a university program on a part-time 
basis, and others have earned a degree. Most of them 
have had considerable psychiatric experience, which 
they can utilize with varying degrees of effectiveness in 
teaching young, inexperienced students. 

A common complaint of the psychiatric nurse is that 
she is overwhelmed with detailed administrative work. 
As a consequence, she believes she has little time for 
any task in addition to the one she is currently oe 
However, one cannot help but wonder if this attitude 
manifests the nurse’s feeling of reduced self-importance; 
perhaps she unconsciously compensates by gaining a 
sense of importance from her belief that she is swamped 
with work. Furthermore, many older nurses with years 
of experience feel insecure about their lack of formal 
training, and are reluctant to enter into a situation where 
they may expose a lack of knowledge about newer ap- 
proaches in psychiatric nursing. Their complaints about 
new methods and new students are, in part, a cover for 
these unwarranted feelings of insecurity, and they often 
regard the nursing student as a threat and a rival. In 
any event, it seemed worthwhile to approach the prob- 
lem of motivating the clinical nurse by techniques which 
would enhance her feelings of importance and help to 
reduce her feelings of inadequacy, without threatening 
her self-esteem. 

As a first step, we held a planning meeting of head 
nurses and nursing instructors. While the obvious goal 
of this meeting was to outline the new program, a ma- 
jor but somewhat subliminal purpose was to alter feel- 
ings, perceptions, and motivations of the head nurses in 
order to secure their wholehearted cooperation. Tech- 
niques used in the meeting were as follows: 

1) Catharsis—We gave the head nurse opportunity 

to freely express feelings, to complain, etc. The 

director of nursing and the nursing instructors lis- 
tened sympathetically. 

2) Eliminativn of Defensive Rationalizations With- 

out Interpretation—We dealt with complaints by at- 

tempting to correct causes for real grievances rather 
than to interpret all of them as defensive mechan- 
isms to avoid involvement in the new teaching pro- 
gram. Head nurses complained most frequently that 
they were too busy, that library facilities were in- 
adequate, and that facilities for conducting the 
classes on the ward were poor. Accordingly, we 
made suggestions for reorganizing and delegating 
ward duties to allow the nurses to devote more time 
to the teaching program; we provided a large li- 
brary in the research wing of the hospital, and added 
appropriate books, including personal textbooks of 
nursing instructors; we made conference rooms and 
classrooms in the research wing available to the 
nurses for ward conference use. This technique 
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eliminated defensive rationalization, but increased 
anxiety because it brought the real reasons closer 
to awareness. As a consequence, other approaches 
were utilized to reduce anxiety and strengthen the 
ego. 

3) Role Structuring—In the process of providing nurs- 
ing service through the years, the psychiatric nurse 
builds a role-conception which does not include that 
of a teacher. For this reason we stressed the teach- 
ing function as a legitimate and desirable one for 
the psychiatric nurse. 

4) Reduction of Ambiguity—In order to prevent the 
nurses from feeling uncertain and overwhelmed, we 
stated the formal objectives of the program, devel- 
oped outlines for conferences, set definite hours for 
conducting classes, and provided reference lists. 
However, in order not to restrict those nurses who 
did not desire such definite structure, we empha- 
sized flexibility as appropriate and encouraged the 
head nurses not to feel constrained by the outlines 
and procedures. 

5) Opportunity for Depe —The nursing in- 
structors made themselves available for consultation, 
assistance, and supervision on an individual basis— 
not as evidence of the teaching ineptitude of the 
head nurses, but rather as an opportunity for clinical 
nurses to benefit from the teaching experiences of 
the nursing instructors. 

6) Ego Support—In an effort to enhance the self- 
picture of the head nurses and to increase their con- 
fidence in their ability to make a realistic contribu- 
tion to the program, we pointed out a variety of 
facts. First, the psychiatric nurse has a wealth of 
clinical data accruing from extended contacts and 
experience with many patients. Second, she is fa- 
miliar with every patient in the unit, and, through 
contacts with the physician in charge, has knowl- 
edge of the treatment plan for each patient, as well 
as experience in the development of techniques for 
carrying it out. For these reasons, the head nurse 
involved in ongoing clinical functions is in the best 
position to offer practical and realistic clinical in- 
struction to the nursing student. When the student 
is immediately responsible to the nurse who is di- 
recting her activities and guiding her performance 
in the clinical area, the student develops the feeling 
that she is an active, contributing member of the 
team, working toward the health and well-being 
of the patients. 


PROGRAM EVALUATION 


Throughout the course of this newly instituted pro- 

am, the nurses expressed their reactions both infor- 

mally and formally at meetings. After the program was 

in operation for one year, we prepared and distributed 

a questionnaire. We utilized much of the resulting data 
to institute revisions and additions. 

Perhaps the most important finding is related to the 
over-all reactions of the head nurses to their involvement 
in the program of clinical instruction. Three fourths of 
the 20 nurses involved in the program regarded it fa- 


vorably. They considered it challenging for the gradu- 
ate, and indicated that the conferences were a profitable 
learning experience for both graduates and students. Al- 
most all said that they were able to know the students 
better, to see them more clearly as individuals, to under- 
stand their attitudes toward patients and toward psychi- 
atric nursing. They were also able to develop closer re- 
lationships among ward staff, which in turn had favor. 
able effects on patients, and to give much more atten- 
tion to specific problem areas when gaps in knowledge 
were revealed as students expressed their views and 
problems. 

The five who criticized the program unfavorably ex- 
pressed the view that the nursing instructors were better 
prepared to do the job; they felt they were at a disad- 
vantage because of their inadequate training, and com- 
plained that there was too much pressure and too few 
staff members. 


FUTURE PLANS 


A program of this nature requires continual evalu- 
ation. The first year of experience revealed that it is pos- 
sible to motivate and interest a large segment of clinical 
psychiatric nurses once initial resistance, anxiety, or in- 
ertia is overcome. 

However, the five unfavorable reactions to the pro- 
gram highlight the need for greater incentives for all. 
Attempts must be geared to evaluate whether the fail- 
ure to motivate these nurses reflects a deficiency in ad- 
ministrative approach, or whether we might reasonably 
expect a portion of any clinical nursing group to resist 
involvement in this type of program. Administrative ac- 
tion is of no avail unless members comprising the en- 
terprise are motivated to contribute the effort required in 
the achievement of the program objectives. The differ- 
ence between grudging acceptance and enthusiastic par- 
ticipation may well be the difference between failure 
and success. 

We need to know much more about the sources of 
satisfaction and dissatisfaction in various work situations 
within the hospital, and particularly about their rela- 
tionship to effectiveness of employee performance. The 
improbability of solving, during the next decade, the 
problem of shortages of personnel, makes it imperative 
that we give serious consideration to insuring the maxi- 
mum functioning of the personnel we do have. 

There is need for well-defined research to evaluate 
the potential teaching assets of the nurse who has many 
years of psychiatric experience but no psychiatric edu- 
cation or training, and whose realistic home and family 
responsibilities make formal training and education cur- 
rently infeasible. There is further need to evaluate the 
most effective methods of developing the assets of these 
nurses into skills to be utilized in the clinical on-the- 
ward training of the student nurse. ° 


The authors acknowledge their deep appreciation to 
Mrs. Helen Kreigh, R.N., B.S., Nursing Instructor, and 
Miss Joan Weiler, R.N., M.S., Director of Nursing Serv- 


ice, Cleveland Psychiatric Institute and Hospital, for 4 


their valuable cooperation and aid in this project. 
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By £. E. STEVENS, M.D. 
Staff sychiatrist 
Cama: ‘llo State Hospital, California 


THE NEVER-ENDING TASKS of the ward psychiatrist, and the 
impossibility of his ever being able to reach all the pa- 
tients on his ward individually, prompted the initiation 
in this hospital of a modified group therapy program con- 
ducted by the psychiatric technicians on a ward for dis- 
turbed women. The limited goal of the program was to 
decrease the amount of disturbed behavior by increasing 
interpatient and patient-staff verbalization. 

To this end the ward psychiatrist oriented the psy- 
chiatric technicians to the purpose and benefits of the 
proposed program and explained the technique to be 
employed. Training devices included lectures, reading 
lists, meetings, and individual conferences. In general, 
the goal of the orientation was to teach the technicians 
to act as group moderators to stimulate interaction among 
patients. They were instructed to refrain from making 
authoritarian interpretations of patients’ statements, but 
to feel free to voice an opinion as a member of the group. 

Following the orientation period, each technician 
was asked to select eight to twelve patients of various 
ages and diagnoses to compose his group. He was to ex- 
plain to them that the new program would give them an 
opportunity to express their ideas and share their experi- 
ences with each other. 

Many of the technicians were skeptical about the 
program. Their experiences with disturbed patients had 
given them no understanding of how group interaction 
could prevent disturbed behavior. However, an incident 
in an early ward meeting provided the psychiatrist with 
a dramatic illustration of this basic premise. .One of the 
patients became violently assaultive during the meeting, 
and the technicians wanted to remove her from the 
room. Instead, the psychiatrist asked her to sit down and 
then introduced the subject of fighting as a discussion 
topic for the group. The assaultive patient sat quietly 
while a number of the other patients launched a blister- 
ing verbal attack upon her behavior. After the subject 
was thoroughly aired, the meeting was closed. This was 
the last incident of fighting for that particular patient, 
and the technicians attending the meeting were im- 
pressed with the possibilities of the new technique. 

The general format of the program consists of small 
group meetings at least once weekly under the direction 
of the psychiatric technicians, a- weekly motion picture 
with a psychological theme, and a weekly ward meeting 
conducted for all patients by the psychiatrist. 

The weekly movie always concerns mental illness 


ll 


and provides discussion material for the small group 
meetings. During the general ward meeting, the psychi- 
atrist introduces topics concerning mental illness, hospi- 
talization, or administrative problems, and makes an- 
-nouncements about patients who have been discharged 
or transferred. New patients are introduced, requested to 
stand, and given a hand-clapping welcome. This meet- 
ing is extremely useful in keeping the patients informed 
about routine matters, obviating the necessity of taking 
time for these during the smaller group meetings. At the 
same time, it permits some interaction between the pa- 
tients and the ward psychiatrist. 


TEMPORARY SUCCESS 


After the early ward meeting during which the in- 
cident of the assaultive patient took place, there was 
noticeably less fighting among the patients, but verbal 
expressions of hostility increased. Eventually even these 
subsided to a considerable degree. The ward became 
quieter and the patients and personnel more secure. 

Unfortunately, this did not last. The pressure of 
other work assignments and the attitudes of certain per- 
sonnel produced a laxity regarding the group therapy 
program, and the “disturbed” atmosphere returned to 
the ward. The technicians were again exhorted by the 
ward psychiatrist in a team meeting to devote their 
efforts to preventing disturbed behavior rather than to 
taking care of it when it happened. Following this ad- 
vice, they renewed the program with added vigor and 
were rewarded by seeing the ward atmosphere again 
become more normal. 


PROBLEMS AND OBSTACLES 


The instigation and continuation of such a program 
on a disturbed ward was not accomplished easily. The 
technicians’ lack of understanding and knowledge was 
only one of the obstacles to be overcome. The scarcity 
of their numbers was a major problem, and nearly all 
ward personnel were assigned to the program to insure 
maximum patient-participation. Transfer of personnel from 
the ward was discouraged once the program was under 
way, and technicians’ schedules were adjusted to allow 
for the group meetings. 

The lack of appropriate physical facilities was also 
a problem. The groups met in dormitories with beds 
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pushed back, or in any other room which would permit 
a circular seating arrangement. Outside disturbances 
were kept to a minimum during the scheduled group 
sessions. 

Resistance by the patients to the program was mini- 
mal. Told by the psychiatrist that they must attend the 
group meetings regardless of whether they felt they had 
anything to say, the patients accepted the meetings and 
grew to look forward to them. A few of the more en- 
thusiastic ones tried to become members of more than 


one group. 
TANGIBLE GAINS 


The program has produced favorable results beyond 
its immediate goal of reducing disturbance on the ward. 
Physical violence is minimal and restraints have been 
eliminated completely. The seclusion rate has dropped 


and many more patients receive ground-parole and 
home-visiting privileges. Some have been discharged di- 
rectly from the ward. 

As harassment by patients diminished, the ward per- 
sonnel became more relaxed and their morale has in- 
creased greatly. They feel they are participating in treat- 
ment and not being used just for the custodial care of 


patients. Several psychiatric technicians from other 
wards have asked to be transferred to the “disturbed” 
ward which we unofficially renamed the “active treat. 
ment” ward. 

One additional benefit has accrued from the pro- 
gram. Visiting on the ward is permitted at all times and 
relatives, pleased with the controlled therapeutic atmos- 
phere, are no longer anxious about their patients’ place- 
ment on a “disturbed” ward. Visitors strange to the pro- 
gram have been heard to ask, “Where are the disturbed 
patients?” 


BE-KIND-TO-RELATIVES WEEK 


IN THE DRAMA Of the mental hospital, the relative is cast 
in the role of villain. It’s a standard gag that the patients 
are easy—it’s their families who give us trouble. 
Hostility to relatives is based on several factors. 
Many of us believe that psychoses are precipitated by 
the patient’s emotional climate; that the major compo- 
nent of that climate is the family. Thus, in a sense, a 
psychosis is the family’s fault. Then, too, relatives often 
make unreasonable demands, and—unlike the patients— 
refuse to constitute a captive audience. The unhappy 
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relative is a constant reminder of our impotence to cure 
mental illness, and we wish he'd go away. Finally, we 
get some virtuous satisfaction out of saying that an ap- 
plication for commitment is a relative’s way of rejecting 
the patient. This leads to the unspoken but generally 
accepted dictum that hospital staff personnel would be 
happier if patients had no relatives. 

We often assume that a psychosis is due to the way 
the family treated the patient. In the intangible, invisi- 
ble battle between the patient and his relatives we, nat- 
urally, are on the patient’s side. As with all partisanship, 
we may be blind to the view from the other side of the 
bridge. 

But there is a case for the relative, after all. The 
decision to commit was reached after miserable soul- 
searching. The responsible family member staggers un- 
der a load of guilt. He has had to reorganize his life. 
He has been sitting on a dynamite keg. He is torn be- 
tween relief at the patient’s absence from the house and 
fear of an endless chain of threatening furloughs from 
the hospital. He is on guard against the queries and 


complaints of neighbors, friends, and more distant rela- | 


tives. The latter contumaciously blame him for the whole 
mess. When he talks with the doctors or the social 
workers, he realizes that they shape their decisions in 
terms of what will be best for the patient; that they 
have no sympathy for relatives who may be embarrassed 


or troubled as a result of such decisions. He feels that 
he, too, is entitled to consideration—but he gets very | 


little of it from the hospital when his needs conflict with 
those of the patient. To make matters worse, he can't 
even complain about this without appearing to be brutal- 
ly selfish. 

To those of us in hospital work, every day is pa 
tient’s day. Perhaps we might set aside a few days for 
meditation on the troubles of the relative. 
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Clinics, 

private psychiatrists, 

and general hospital units 
must increase their ability 


to meet present and 


future demands. 


ONE OF THE MOST SHOCKING FINDINGS of the Joint Com- 
mission on Mental Illness and Health is that society on 
every level—nonprofessional and professional—rejects its 
mentally ill. The report documents this statement, cit- 
ing as evidence the fact that major mental illness threat- 
ens to be the number-one unsolved problem of the na- 
tion; that treatment developments have lagged; that in 
almost every section of the country there is not only an 
unmet need but an increasing public demand for better 
mental health services. 

The need and the demand are demonstrated, de- 
clares the commission, by the overcrowding of the pub- 
lic mental hospitals; the small amount of service avail- 
able to expatients still in need of it; the long waiting 
lists of existing mental health clinics; the difficulty peo- 
ple experience in obtaining professional assistance in a 
crisis; and, in many communities, the total absence of 
mental health facilities and workers. 

One of the most dramatic achievements of our time 
has been the improvement in general medical and surgi- 
cal care, and the consequent improvement in the health 
level of Americans. Against these achievements, the lack 
of advances in the treatment of mental disease with a 
corollary improvement in the mental health of the popu- 
lation stands out darkly. True, there have been many 
gains for instance, in intensive psychotherapy, in chemo- 
therapy, in newly-designed facilities, and in improved 
public attitudes. The Joint Commission, however, evalu- 
ated our new approaches qualitatively, exploring as- 
sumptions upon which treatments are based—and found 
our efforts sadly lacking. By this type of analysis, the 
commission tried to indicate the basic problems and is- 
sues that we must face before we can find solutions. 

The commission concluded that a national program 
is needed to attack the problems conteineile. The 
main unanswered question is that of adequate financing, 


*This is the second of a series of articles on “Action for 
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and the commission boldly proposes sweeping changes 
of policy in the form of massive Federal support along 
with greatly increased state appropriations. Adequate 
financing will to a large degree determine whether or not 
the benefits of already-existing knowledge will be made 
available to all in need, regardless of their socioeconomic 
group, and regardless of how long treatment must con- 
tinue. And, in long-term goals, Americans must also 
decide whether it is proper for their tax money to be 
spent in seeking greater knowledge about effective cure 
and rehabilitation through continued research, evalua- 
tion, and investigation. 

The primary intent of this paper is to review the 
findings and recommendations of the commission as they 
relate specifically to mental health clinics and private 
patient care, to emergency service and secondary pre- 
vention, and to psychiatric units in general hospitals. 
These three areas are very closely associated with the 
general community, and may be expected to grow in im- 
portance during the next decade. It is projected that the 
population of the United States within the next ten years 
will approach 200 million people, and that approximately 
ten per cent of that population—a staggering 20 million— 
will need or could at Ses be helped by psychiatric as- 
sistance in one form or another. Studies of modern treat- 
ment trends suggest that we may expect that an even 
larger proportion of the patient’s time, while undergoing 
active therapy, will be spent outside of long-term hos- 
pitals. This larger portion of treatment time will be 
spent either with the family or at least with other natural 
community groups. Certainly present evidence, sketchy 
though it may be, indicates that the prospect for re- 
covery and successful rehabilitation increases when the 
patient’s home and the place where he receives treat- 
ment are in close proximity. Thus it is urgent that we 
evaluate sternly the contributions demanded from clin- 


the Program Committee for the 13th Mental Hospital 
Institute, and is intended as orientation material for the 
Institute discussions. 
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ics, private psychiatrists and other physicians, and the 
psychiatric units in general hospitals. Unquestionably 
many changes in existing policies and procedures will be 
involved in any national effort, and in the final analysis, 
= will have to be solved on the various local 
evels. 


CLINICS AND PRIVATE PATIENT CARE 


RECOMMENDATION: “Community mental 
health clinics serving both children and adults, op- 
erated as outpatient departments of general or men- 
tal hospitals, as part of State or regional systems for 
mental patient care, or as independent agencies, are 
a main line of defense in reducing the need of many 
persons with major mental illness for prolonged or 
repeated hospitalization. Therefore, a national men- 
tal health program should set as an objective one 
fully staffed, full-time mental health clinic available 
to each 50,000 of population. Greater efforts should 
be made to induce more psychiatrists in private 
practice to devote a substantial part of their work- 
ing hours to community clinic services, both as con- 
sultants and as therapists. 

“The principal functions of a mental health 
clinic serving adults (the majority serve both adults 
and children) should be: (1) to provide treatment 
by a basic mental health team (usually psychiatrist, 
psychologist, and social worker) for persons with 
acute mental illness, (2) to care for incompletely 
recovered mental patients either short of admission 
to a hospital or following discharge from the hos- 
pital, and (3) to provide a headquarters base for 
mental health consultants working with mental 
health counselors. The function of such a clinic as 
a center of mental health education for the public is 


of incidental importance, and should preferably be 


left to other agencies.” 

Against the commission’s recommendation, today’s 
facilities look sparse indeed. Less than one fourth of the 
nation’s counties have a mental health clinic; those which 
do exist are plagued with man-power shortages as severe 
as those experienced by other mental health facilities. 
Like state hospitals, clinics are overcrowded, even 
though their surplus patients are recorded, untreated, on 
waiting lists, instead of vegetating, untreated, on back 
wards. In an endeavor to deal with this ever-lengthening 
waiting list, the clinics set up their own criteria for ad- 
mission: patients will be accepted or rejected on the 
basis of age, diagnosis, type of problem, ability to pay, 
place of residence, and even social standing. Nor is over- 
specialization uncommon among professional clinic staffs 
—probably stemming from an attempt to screen out the 
less potentially rewarding applicants. The result, how- 
ever, has been for clinics to function in isolation from 
one another and from local, regional, or state inpatient 
facilities. 

It is not surprising, then, if there appears to be a 
lack of control or coordination of the operation of com- 
munity clinics, and that policies are not always clear and 
consistent. Once admitted for treatment, the amount of 
therapeutic assistance a client receives is determined by 


clinic policies, the availability of professional staff and 
other community resources, the reason for referral, fam- 
ily cooperation and local professional practices, rather 
than by the actual need of the patient at the particular 
stage of his illness. 

Partly because of the insufficiency of state and 
county outpatient systems, private psychiatrists have 
done their best to fill this gap, and the private practice 
of the specialty has expanded rapidly since World War 
II. As more community psychiatrists become available, 
this form of treatment is increasing in popularity, but 
because psychiatric treatment is time consuming, its cost 
is prohibitive to all but a very small group of relatively 
well-to-do patients. However, the commission’s study 
reveals that psychiatrists working in clinics have recently 
started to function not only as therapists, but also as 
consultants, with the result that a significant part of 
treatment today is conducted, under psychiatric super- 
vision, by clinical psychologists, psychiatric nurses, social 
workers, occupational therapists, or by any of a number 
of other psychiatrically trained people. The recommen- 
dation that more private-practice psychiatrists devote 
more of their working hours to community clinic services 
in both roles is important if enough adequately operated 
clinics are to be established. 

Any reversal of the present-day trend toward keep- 
ing patients out of the hospital as long as possible, and 
discharging those admitted at an early date, seems un- 
likely. The fact that hospital costs continue to increase 
will give added impetus to treatment in the commu- 
nity. Thus we may expect the mental health clinic to 
occupy a key position in our range of psychiatric treat- 
ment facilities. Its clinical functions are already clear— 
to provide treatment for the seriously ill patient who can 
be helped without inpatient treatment, and for the ex- 
patient, so that he may be discharged earlier. Its edu- 
cational function, while less clearly defined, (the Com- 
mission declares this to be “of incidental importance’) 
is nonetheless emerging: to prove that treatment of 
psychiatric illness while the patient carries on his every- 
day activities is both practical and effective, and that 
even seriously ill patients can, for the most part, fune- 
tion successfully in the general community. 

Because of the critical need for staff, the commis- 
sion recommends that further measures be taken to train 
paramedical personnel; many are inadequately trained, 
but have the potential qualifications. Other recommen- 
dations include financial incentives and opportunities for 
professional development of additional staff people, lead- 
ing to a career in clinic counseling. 


EMERGENCY SERVICE 


RECOMMENDATION: “Immediate _ profes- 
sional attention should be provided in the commu 
nity for persons at the onset of acutely disturbed, 
socially disruptive, and sometimes personally catas 
trophic behavior—that is, for persons suffering # 
major breakdown. The few pilot programs for im 
mediat», or emergency, psychiatric care presently it 
existence should be expanded and extended as rap 
idly as personnel becomes available.” 
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person who becomes acutely mentally ill is as 


muci n need of emergency service as one suffering from 
ahe: attack or from the results of an automobile acci- 
dent. He needs professional attention without any de- 
lays— > they admission policies, a waiting list, his place 
of res ence, ability to pay, or sheer lack of available 
profe: onal help. The few pilot programs in existence 
indica that emergency service units can be successfully 


operat 1 in all kinds of settings—general hospitals, men- 
tal ho pitals, mental health clinics, and perhaps else- 
where. The goal of such emergency service is secondary 
prever' ion: the Commission believes that early detection 
of mei.tal illness, with immediate counseling and a re- 
ferral ‘> a psychiatric treatment facility if necessary will 
ultima ely decrease the number of patients who have to 
be admitted to hospitals for long-term care. Quick and 
effective assistance can quiet an eruptive family situa- 
tion—perhaps incidentally accomplishing some small de- 
gree oi primary prevention!—and often indeed avoids a 
poteniial threat to society. To fulfill the recommenda- 
tion of the commission, more liberal admission policies 
will be needed, and the cost of such programs must be 
subsidized by some comprehensive, voluntary prepay- 
ment plan, or by a publicly supported insurance pro- 
gram similar to Social Security. 


GENERAL HOSPITAL PSYCHIATRIC UNITS 


RECOMMENDATION: “No community gen- 
eral hospital should be regarded as rendering a com- 
plete service unless it accepts mental patients for 
short-term hospitalization and therefore provides a 
psychiatric unit or psychiatric beds. Every com- 
munity general hospital of 100 or more beds should 
make this provision. A hospital with such facilities 
should be regarded as an integral part of a total 
system of mental patient services in its region.” 

No community can consider its mental health fa- 
cilities adequate unless they include a psychiatric unit in 
its general hospital. Some patients must have at least 
emergency or short-term hospitalization. General hospitals 
can offer high quality services and facilities with a mini- 
mum of delay—a highly important consideration when it 
is realized that the patient has the greatest chance of re- 
covery during the earliest phase of his illness. An added 
advantage is that he is kept near his home, his family, 
and the family physician. 

Despite the fact that less than one fifth of all general 
hospitals have a psychiatric unit or even psychiatric beds, 
these hospitals admit about 60 per cent of all patients 
hospitalized annually for psychiatric illness (This is near- 
ly 18 per cent of the total patient-load in all mental 
hospitals.) This limited number of units has proved that 
it is feasible to provide the needed psychiatric inpatient 
facilities in a general hospital. As more psychiatrists be- 
come available, and are persuaded to move into small 
communities, the establishment of more psychiatric units 
becomes increasingly possible. 

The usual policy of voluntary admission should be 
continued, and psychiatric patients whose condition per- 
mits should be allowed the same privileges as their fel- 
low patients with physical or surgical illness. This is 
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largely a question of staff education and indoctrination as 
to the needs and behavior of disturbed patients. All pa- 
tients admitted to a general hospital acquire special 
rights; they voluntarily sought medical help, and take it 
for granted that in the community hospital, the nurses, 
the technicians, the doctors, and the army of other per- 
sonnel are there to give them adequate care and treat- 
ment. The typical general hospital has a ratio of ap- 
proximately two employees to each patient. 

The admission policies and active treatment are 
geared to acute illness, mental or physical, with the ex- 
pectation that the patient’s stay will be brief. General 
hospitals are not equipped or staffed to render long- 
term intensive treatment or continued care to chronic pa- 
tients, and their psychiatric units should not be expected 
to function except in conjunction with state hospitals or 
private psychiatric facilities geared to accept mentally 
ill patients who turn out to need longer-term treatment 
or care. 

The main disadvantage of a general hospital psychi- 
atric unit is its high cost—usually about $30 a day, not 
including the fee of the private psychiatrist. Nor is psy- 
chiatric illness adequately covered at present by Blue 
Cross or other policies. Low- and middle-income pa- 
tients, therefore, cannot afford general-hospital treat- 
ment, nor can the hospital itself afford to finance a low- 
cost or no-cost program. 

Moreover, the demands made on these units far ex- 
ceed their facilities, and a bed may not always be avail- 


. able. The trend has been to add a ward, a unit, a wing, 


and even separate buildings in an endeavor to meet the 
increasing demands. Careful planning on a community- 
wide basis—taking into consideration the existence of a 
mental health clinic; other outpatient facilities; any pri- 
vate psychiatric hospitals, profit or non profit; a state hos- 
pital; and other community agencies—will be necessary if 
the commission’s recommendation is to be effectively 
implemented. 


Librarian Joins A.P.A. Staff 


Tue A.P.A. Central Office staff recently welcomed its 
newest member, Jeremiah A. O’Mara, who will serve as 
Chief of the Library and Archival Services. Previously, 
Mr. O'Mara held the post of librarian at the Chicago 
Institute for Psychoanalysis for four and one-half years. 

His first task is to establish a practical working 
library, primarily a reference collection to serve the 
information needs of the Council members, and of the 
Central Office staff in its day-to-day work. The new 
librarian is also preparing an index-abstract of the pro- 
ceedings of the Council and of selected committees. 

Long-term plans include the gathering of A.P.A. 
archives, manuscripts and first editions of classic works 
by U. S. and Canadian pres correspondence, and 
other memorabilia to form a national historical library 
of American psychiatry. Mr. O’Mara hopes to obtain a 
copy of every publication issued by the Association since 
its founding in 1844. Contributions of books and docu- 
ments of rare and historic interest are welcome. 


‘ 
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The Private Hospital’s 


Responsibility for Leadership * 


By ROBERT S. GARBER, M.D. 


Medical Director 
Carrier Clinic 
Belle Mead, New Jersey 


WE WHO ARE ENGAGED in private mental hospital work 
are proud of our pioneering efforts, our accomplish- 
ments, our steady progress toward increasingly effective 


treatment. We know that we render many distinct serv- 
ices to our communities, to our patients and their rela- 
tives, to psychiatry, and to medicine in general. We 
have unquestionably led the way toward realizing goals 
shared in common by both private and public hospitals. 

For instance, long before tranquilizing drugs and 
other somatic treatments wrought their revolution in 
state mental hospitals, private hospitals were achieving 
that important triumvirate of goals: early hospitaliza- 
tion, concentrated treatment of acute illness, and a rapid 
return of the patient to his home. But there has been 


a revolution, and the entire climate of psychiatry is 
changing. It is time for us to thoughtfully define the 
private hospital’s place in this changing medical climate 
and to assess our qualities for maintaining other leader- 


ship. 


One thing is certain: we cannot be smug about our 


accomplishments. We cannot believe that we are so su- 
perior to state or general hospitals that we can settle 


back and rest on our Jaurels. 


I am convinced that, in- 


stead, we must continue to pave the way whenever we 
can, to share the enlightened path with our hospitals, 
and to show our willingness to learn from each other's 
experiences. 


This conviction was born about four years ago. At 


that time a flurry of literature and a rush of visitors came 
to the United States from the United Kingdom. The 
visitors and their writings suggested that practices in 
American mental hospitals were out-of-style when com- 
pared with the more modern practices effective in British 
hospitals. As a public hospital administrator, I found 
these reactions to be not only disconcerting, but also un- 
believable. I vociferously questioned their validity—and 
then was asked to join a small group of people who had 


*Based on the keynot 


e address presented at the 1961 


Annual Meeting of the National Association of Private 
Psychiatric Hospitals. 


been selected to visit the United Kingdom for firsthand 
observation of its hospitals. 

The trip turned out to be an exceedingly profitable 
one. Although it did not fully substantiate our critics 
impressions, it did show us that there was a different ap- 
proach, and that it had been proving successful in the 
management of patients in a public hospital setting. 

Soon after my return, I joined the private hospital 
ranks as an administrator, and was surprised to discover 
that practices we had observed in Great Britain—which 
I believed could never be accomplished in an American 
mental hospital—were actually being used in our own 
private clinic! 

Such a revelation was distressing to one who be- 
lieved he knew what was happening within administra- 
tive psychiatric circles in his own state. I was surprised 
to learn of the expeditious fashion in which patients at 
the Carrier Clinic were admitted, studied, classified, 
treated, and returned to their referring physicians after 
an average of 20.2. days of residence in the hospital. | 
was amazed to learn that an 89-bed private facility was 
admitting more patients in one year than a nearby 4,000- 
bed public hospital. I have never failed to astonish a 
listener with this story. I contend that it is the kind of 
story that must be told and retold to inform the public 
and our own associates of our successful private hospital 
practices. 

Our National Association of Private Psychiatric Hos 
pitals is one of the instruments we should use to foster 
increased awareness of what we are achieving. It is con- 
tingent upon the members to whittle program discus 
sions into cohesive, comprehensive units for use as aid 
in implementing suggested improvements, and to facili 
tate the development of programs for research, training 
and modern treatment methods. 

We must promote a free exchange of ideas. The 
Carrier Clinic, for instance, has been engaged in a year’ 
study of LSD, with very little knowledge that other 
were engaged in similar studies. We are dismayed t0 
realize how little communication we have had with othet 
private hospitals about this subject. 

Why can’t private hospitals get together in joint re 
search projects? Why can’t we discuss our findings back 
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and ‘ rth? Why can’t five, six, or ten hospitals engage 
in a « milar research project so that results will not E 
basec on just one hospital’s 20, 40, or 50 cases, but per- 
haps n 1,000 patients from several hospitals? 

I, the process of exchanging information among 
ourse! es and disseminating it to others, we must also re- 
focus our attention on our obligations. Our first obliga- 
tion is to the patients who are referred to us. Consider- 
ing th: size of our individual private hospitals, we treat a 
disproportionate number of patients, and generally re- 
flect an abbreviated resident period of treatment per pa- 
tient. The report of the November 1959 AMA Council 
on Mental Health meeting which appeared in the Janu- 
ary 25, 1960, issue of The Journal of the American Medi- 
cal Association stated: “Private psychiatric hospitals 
have 2 per cent of the psychiatric beds in the United 
States, yet receive some 40 per cent of all relatively acute 
and potentially recoverable first admissions.” 


“BUILT-IN” ADVANTAGES 


Of course, we have certain “built-in” advantages 
over the state hospitals. We have fewer chronic dis- 
orders, such as cerebral arteriosclerosis and senile brain 
disease, and more psychoneurotics. Our patients are 
largely referred to us, many by psychiatrists, and we 
turn them back to these referring physicians at the end 
of their hospitalization. We have fewer aftercare prob- 
lems than does the state hospital. Our professional staffs 
are usually better trained than their counterparts in state 
hospitals; this fact frequently leads to treatment of many 
patients who would not otherwise be treated. 

For example, private hospitals with extensive loads 
of patients who are 70 years or older are compelled to in- 
dividualize treatment and render personal attention. Be- 
cause of this they find that many older patients can 
benefit from properly administered shock treatment and 
return to their homes in a revitalized frame of mind. In 
many state hospitals geriatric patients do not receive in- 
dividual attention and study, are deprived of shock treat- 
ment, and vegetate on some back ward. In the Carrier 
Clinic, we treat geriatric patients who are not suitable 
for shock therapy with carefully selected medications. 
Most of them have responded to an amazing degree, and 
this success has encouraged the entire staff. This is the 
kind of problem we can handle so well in private hos- 
pitals because we have time to follow such cases more 
closely. But none of us must permit our “built-in” ad- 
vantages to incline us toward oversimplifying solutions 
for mental hospital problems. 

We have an obligation to the public. The alterna- 
tive to hospitalization in a private psychiatric hospital is 
either in a general or in a public hospital. When we 
compare the private hospital with the state hospital, we 
have excellent evidence of private medicine outstripping 
state medicine because: 

1. It does not involve any tax cost to the public. 
2. Briefer residence periods in private hospitals make 
it possible for people to return to work sooner. 


8. Since less time is lost from work, patients depend 
less on public assistance which, through employment 


The Private Hospital's Responsibility 17 


insurance, must carry those who are in prolonged resi- 
dence in a state hospital. 

Let us not overlook the fact that the private hos- 
pital does not bear the stigma of “snake pit” which 
hangs heavily over the state mental hospital. We can do 
much in the community to counteract biased attitudes 
toward mental illness, thus encouraging people to seek 
treatment as early as possible. Each year we admit an 
increasing number of patients who have been stimulated 
to enter the hospital by former patients of ours. This is 
positive proof of an ever-diminishing fear of institution- 
alization, and is all the more reason for us to continue to 
improve our own standards and techniques for the bene- 
fit of our patients. 

We have an obligation to our profession. We must 
prove that we are an integral part of medicine itself. It 
is vital that we interest ourselves in “the total hospital”— 
not just one particular area of the operating hospital, but 
in the entire hospital operation. We can accomplish this 
by stimulating research and training in many different 
categories: clinical approaches; treatment modalities, 
particularly those involving the newer drugs; adminis- 
trative matters; the use of volunteers; work with fami- 
lies; work with employers and industry; and public rela- 
tions. 

Private hospitals must initiate more training pro- 
grams for resident physicians, nonpsychiatric physicians, 
student nurses, practical nurses, ancillary aides, and vol- 
unteers. Such programs are extremely necessary to the 
operation of any active therapeutic hospital, and there is 
no more exhilarating experience than that of training 
students. 

At the Carrier Clinic we have held seminars for gen- 
eral practitioners for the past several years, despite the 
fact that while very few psychiatrists oppose increased 
utilization of nonpsychiatric physicians, a lot of them do 
appear to drag their feet about it. Many in psychiatry 
seem to be waiting for the tomorrow that will bring the 
magic pill that cures schizophrenia, just as antibiotics 
cure infections. But psychiatry cannot afford to wait for 
that utopian day. We must learn to utilize better what 
we already have, and this utilization must undoubtedly 
include the nonpsychiatric physician. 

The success of such seminars does not depend solely 
on whether or not GP’s can be trained to recognize 
which mental illnesses they can treat, as opposed to which 
ones they should refer. Too often it is a question of 
whether or not they want to have anything to do with 
psychiatry in the first place. We can help to make this 
negative attitude less prevalent by approaching our goal 
in a positive manner. 

These, then, are some of the things we have done, 
and some of the things we have yet to do. Leadership 
does not end with one accomplishment—or with a thou- 
sand; it continues as long as there is work to,do. When 
one remembers that in the past many hospitals func- 
tioned as rivals to the others, and that solutions to prob- 
lems, economies, and shortcuts were well guarded, we 
know that we have come a long way. Let's not forget 
that there is still far to go. e 
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Achieving Optimum Use 


of the Day Hospital* 


By RUTH I. BARNARD, M.D., Ph.D. 
Assistant Professor of Clinical Psychiatry 
University of California at Los Angeles 
Los Angeles, California 


Ir 1s THE FATE of psychiatric innovations to lose their 
special significance quickly; to become bandwagons or 
status symbols, used without understanding or discrimi- 
nation. To some extent this has’ been the fate of the 
tranquilizers and the therapeutic community. The day 
hospital is similarly threatened. 

The purpose of this paper is to discuss how we can 
help the day hospital to escape such a fate. The mere 
fact that a day hospital has been established within a 
community is no guarantee of its optimum use, even in 
the presence of demonstrable need for such a facility. 
The general community and the medical and psychiatric 
professions must be well informed about its purpose, 
how it works, and how it compares with and relates to 
other treatment methods and facilities. 

There are two main things we can do to help bring 
about optimum use of the day hospital. The first is to 
clarify our own thinking and be explicit about our con- 
cepts and practices. The second is to communicate these 
concepts adequately to others. 

It is not sufficient to describe a day hospital simply 
as a place where patients may obtain full medical treat- 
ment yet return to their homes each night. A day hospi- 
tal is not just an alternative to full inpatient or outpa- 
tient treatment. We can be more accurate and nore ex- 
plicit than this. 

Psychiatric hospitalization provides more than pro- 
tection for a patient, or a place for him to stay during 
treatment. Protection may be contraindicated, unneces- 
sary, or no longer necessary for certain patients who, 
however, could benefit from the “something more” given 
by the day hospital—a therapeutic milieu available to 
them according to their needs. This “something more” 
has as much specific value as any other treatment 
modality. 

The day hospital offers all of the therapeutic com- 
ponents of a psychiatric hospital treatment program, ex- 
cept those inherent in full-time living in the hospital un- 
der close nursing supervision. Many of these components 
depend upon the theoretical basis from which treatment 


*Based on a paper read.at the 1961 Annual Meeting of 
the National Association of Private Psychiatric Hospitals. 


is approached in any given institution. The main differ- 
ences between inpatient and day-hospital programs lie 
in the time element; in the relative concentration of the 
day-hospital program within the activities therapy de- 

artment; and its general orientation toward the “cut- 
side,” for which the day-hospital patient is better pre- 
pared than the hospital inpatient. 

Consideration of similarities and differences between 
hospital and day hospital raises questions about the re- 
lationship between the two, as well as between day-hos- 
pital and outpatient treatment. The latter needs an ex- 
plicit answer because the two are often equated (this is 
part of the bandwagon fate). 


CONFUSION WITH OUTPATIENT TREATMENT 


One “day hospital” program, upon investigation, 
turned out to consist of only outpatient electroshock 
treatment. As an adjective, “outpatient” is applied to 
specific diagnostic or-treatment procedures—x-ray exami- 
nation, shock treatment, psychotherapy, vitamin injec- 
tions, etc.—administered to a patient not residing in a 
hospital. These procedures may be conducted in the 
patient’s home, his doctor’s office, a clinic, or a hospital, 
without altering the fact that they are outpatient services. 
Therefore, strictly speaking, day-hospital treatment is 
outpatient treatment since the patients engaged in it are 
not residing in the hospital. But it is a specific kind of 
outpatient treatment, which neither excludes other kinds 
nor is interchangeable with them; it has its own special 
therapeutic value and content. It consists of the com- 
bined relationships and activities prescribed within the 
framework of the theory of treatment of the given insti- 
tution, or of the attending psychiatrist. 


The first day hospitals were developed in conjunc 
tion with psychiatric hospitals, and later, others were 
set up as separate facilities. Which is preferable? Ob 
viously, a day hospital which is part of a hospital has 
certain advantages. In the first place, personnel, equip 
ment, and space can be provided for it more economically 
than they can be duplicated at a different location. Quite 
a few day patients can be accommodated in an ongoing 
program of a well-staffed, well-equipped hospital of 5) 
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or 7. beds before additional staff or space are required. 
A se. arate day hospital requires duplication of staff and 
equi; nent even if it has only one patient. 

‘-cond, when a hospitalized patient improves and 
is ree 'y to move into day-hospital treatment, or when a 
day-|. spital patient relapses and needs temporary hos- 
pitali ation, transfer from one service to the other can 
be ac omplished without interruption of treatment if the 
facili’ ies are together. 

}:owever important these two advantages are, there 
is ancther consideration which may outweigh them both: 
accessibility is limited when a day hospital is part of a 
psychiatric hospital located some distance from the pop- 
ulation it serves. If one must choose between combined 
facilities at a distance, or separate facilities which permit 
a day hospital to be freely accessible, then one must sac- 
rifice continuity of treatment to availability. Hospitali- 
zation at a distance from home has, I happen to believe, 
great advantages in some cases, but one of the reasons 
for day-hospital treatment is to keep the patient in his 
own community, and living at home at least part of the 
time. This is true whether “home” means the family 
home, a family-care home, or a residence maintained in- 
dependently by the patient. 


ANALYSIS OF PATIENTS 


Among the kinds of patients who need hospital 
treatment on a full-time basis, regardless of duration, are 
those who: 1) are suicidal or actively dangerous to 
themselves and others; 2) are more indirectly destructive 
to themselves or others, and whose inadequate impulse 
control necessitates treatment under close supervision; 
3) need removal front pathogenic family relationships 
or other environmental stresses; 4) are so immobilized 
by their psychopathology that they cannot participate in 
treatment on an outpatient basis. 

Patients who need hospital treatment on something 
less than a full-time basis are those who: 1) once needed 
full-time hospital treatment and no longer do, but still 
need a more extensive therapeutic program than is avail- 
able on an outpatient basis, or who need a more gradual 
transition between hospital and the community; 2) have 
never needed hospitalization, but whose psychopathol- 
ogy is such that they require a wider range of thera- 
peutic activities and relationships, or opportunities to 
develop new and better outlets for their impulses, or 
supervised opportunities for socialization, or partial re- 
lief from environmental and family stresses. 

In the paragraph above, the time element—“some- 
thing less than a full-time basis’"—was purposely left 
vague. This allows for the varying needs of patients and 
the varying policies of day hospitals. Facilities in some 
day hospitals are available from 9 a.m. until 9 or 10 
pm. every day of the week; others are open only part 
of each day, or part of each week. Whatever the limita- 
tions of time may be, there should be sufficient flexibility 
to allow for variations in patients’ needs. 

Day hospitals may also be used to advantage in the 
following peripheral ways: 1) as an adjunct to office 
diagnostic evaluations, when observation of the patient 
in the day-hospital program may be of help in formulat- 
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ing diagnosis or treatment recommendations; 2) as a 
neutral setting in which patient and relative—if there has 
been a long separation between the two—may work and 
play together, and get reacquainted before the patient is 
discharged. 

These, then, are some of the practices and purposes 
we must consider and clarify if we are to make better 
use of day hospitals. The next step is to communicate 
our ideas to others: to hospital staffs; to the general pub- 
lic, who must be given some knowledge, even if limited, - 
about the day hospital in order to understand and co- 
operate with recommendations for its use; and to those 
who refer patients to us (usually psychiatrists). 


ORIENTING THE PSYCHIATRIST 


With particular reference to psychiatrists, communi- 
cation is not as simple as it sounds. There is relatively 
little difficulty in educating the psychiatrist who is en- 
gaged in full-time hospital work. His interest in and 
willingness to learn about all of the ramifications of 
treatment, including that offered by the day hospital, 
are attested to by his choice of hospital work. In addi- 
tion, he is on the spot, available to be given whatever 
training he needs. 

On the other hand, there is the private practitioner, 
who is either a potential referrer of patients, or a mem- 
ber of the open staff of a hospital. He may devote the 
ston part of his time, attention, and interest to his of- 

ce practice, and consider the hospital a convenient place 
to keep a difficult patient to whom he gives a little ther- 
apy each day or so. In such a situation, there is the dual 
problem of the doctor’s unavailability, and, even if he 
does happen to be available, of engaging his attention 
and interest in acquiring knowledge he may not know he 
lacks. 

This ivory-tower type of practitioner, while far from 
imaginary and nonexistent, is happily diminishing in 
number. But with the advent of more psychiatric facili- 
ties in general hospitals and urban psychiatric hospitals, 
it is our responsibility to familiarize the private-practice 
psychiatrist with the programs of these facilities and of 
the day hospital. 

There is a lot of work to be done to keep the day 
hospital from becoming an empty concept—a term used 
because it is fashionable rather than because it is accu- 
rate and descriptive. We must develop our programs on 
sound theoretical bases, staff them well, and provide 
good inservice education to insure constant maintenance 
of high standards of treatment. We must make our day 
hospitals as geographically available as possible to po- 
tential patients, and be flexible as to the hours they will 
operate, depending upon the patients’ needs. We must 
develop clear ideas about the types of patients for whom 
day hospital treatment is indicated, and about how the 
day hospital relates to other facilities within the hospital 
and to the total community. We must clarify our rela- 
tionships with our colleagues, and do what we can to 
help them and ourselves to use the day hospital to the 
best advantage of the patients. Finally, we must con- 
tinue to share with each other what we learn about the 
best ways to accomplish all of this. ° 
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DISASTER 
PLANNING 


FIRE AND ‘TORNADO 


By ROBERT N. SIMMONS 


Caro State Hospital for Epileptics 
Caro, Michigan 


PusLic apaTHY toward disaster planning is widespread 
in the United States, especially in areas which have 
never directly experienced a disaster. At Caro State Hos- 
pital, we shared this complacent attitude until aroused 
by a vigorous public-awareness program sponsored joint- 
ly by the Michigan State Fire Marshall and the Michi- 
gan Office of Civil Defense Mobilization. Our recent 
decision to develop a disaster plan and a related train- 
ing program will enable the hospital to save lives and 
reduce property loss in case of a disaster emergency. 

Caro State Hospital has a patient-employee popu- 
lation of 2,500. Its 1,400 acres encompass 18 cottages 
and two infirmaries for housing patients, a powerhouse, 
store, laundry, bakery, large central kitchen, schoolhouse 
and other facilities which make it virtually self-sustain- 
ing. Developing its disaster plan involved most of the 
problems common to large hospitals, colleges and uni- 
versities, and even communities of a comparable size. 
Therefore, our experiences in setting up the plan should 
be of interest and value to other institutions. 


METHODS OF APPROACH 


Preparatory to the actual development of a disaster 
plan, the hospital administrator should use an enthusi- 
astic, firm approach in motivating department heads and 
first line supervisors. The first person to stimulate is the 
one who is to author the plan. The administrator should 
consider the potential author's abilities to collect and 
correlate information, and determine whether or not he 
is genuinely interested in the project. He should also 
solicit the cooperation of the director of nurses and the 
chief engineer; their departments will ultimately play 
an important role in employee motivation. 

After having been selected to author the Caro plan, 
I searched for written material on the subject. Numer- 
ous articles, general in nature, helped me to determine 
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metho’is of approach, although no material was available 
which outlined step-by-step procedures. The state fire 
marsh<'I’s office furnished particularly valuable informa- 
tion. 

V- used the U. S. Army’s system of decentralized 
contro: in developing our plan and our procedures man- 
ual. E -sically, this system of unit operation calls for a 
series of definite plans in which each unit operates inde- 
pende: tly of related units, but, at the same time, inter- 
locks its functions with the over-all mission of the cen- 
tral headquarters. For instance, if a disaster occurs, the 
hospital's engineering department will send all available 
vehicles to the disaster area, where they will be used for 
evacuation. Simultaneously, the nursing department will 
dispatch medical personnel to provide emergency treat- 
ment. Both departments will be authorized to proceed 
by notification from the switchboard operator that a dis- 
aster exists. In this way, department heads can imple- 
ment action immediately without sanction from the ad- 
ministrator, and will not have to coordinate with each 
other before proceeding. 

Imagine the delay in action and the communication 
problems that would arise if the administrator had to 
organize his key personnel before the disaster procedure 
could be started. Under a centralized system of control 
many decisions which could be made by department 
heads would be delayed by unnecessary contact with the 
administrator. Therefore, the system of prior planning 
at the department level offers these advantages: 

1) The administrator is relieved from time-wasting 
coordination with department heads. 

2) Department heads and key personnel are direct- 
ly responsible for implementing their plans. 

3) The number of management decisions is reduced. 

4) Management knows what is being done by each 
department. 

5) Employees take orders from the person who 
supervises them under ordinary conditions. 

The last point requires further emphasis, primarily 
because during the first few hours of a disaster condi- 
tions are so tense that many persons cannot function 
adequately without close supervision. Most activity oc- 
curs during this “shock period,” and it is reasonable to 
assume that a confused person would accept orders more 
readily from his regular supervisor than from someone 
with whom he has had limited contact. 


MANUAL OF PROCEDURE 


The most important disaster operation is immediate 
action to save lives and alleviate the possibility of further 
injury. Thus, employees must know what is expected 
of them without having to refer to a manual for instruc- 
tions. A detailed manual which outlines numerous spe- 
cific duties for an employee may be a literary accom- 
plishment, but it is of very little value if it is not prac- 
tical. No more than four or five duties should be as- 
signed to each employee because people under stress 
a be expected to remember a long list of responsi- 

ilities. 

The over-all Caro plan includes procedures for deal- 
ing with fires and tornadoes. It outlines individual re- 
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sponsibilities under both conditions. There are three 
basic areas of responsibility: 

The General Administrative Plan establishes internal 
and external control policies. Internal control governs 
disaster procedures within the institution. External con- 
trol involves facilities of adjacent towns and cities. For 
instance, the chief engineer, under internal control pro- 
visions, is responsible for insuring that fire prevention 
rules are observed, procuring and maintaining disaster 
equipment, and training personnel to use the equipment. 
Under external control provisions, he coordinates assist- 
ance offered by supporting disaster units and takes 
charge of transportation. 

Under The Department Plan, each department is as- 
signed a specific mission and instructed to act immedi- 
ately without consideration for the mission of other de- 
partments. The department head is given authority to 
accomplish his mission so long as his decisions do not 
conflict with provisions of the General Administrative 
Plan. In other words, the plan does not tell him how to 
deploy his personnel, but rather that he must perform his 
duties with whatever manpower is available to him at 
the time of the disaster. For instance, the nursing de- 
partment is directed to: 

1) Send registered nurses and attendants to the dis- 
aster scene. 

2) Assign a registered nurse and attendants to hos- 
pital receiving to assist the receiving physician. 

3) Insure that a nurse is located at each casualty 
collecting point. 

4) Delegate one nurse and attendants to assume 
charge of the minor treatment area at the schoolhouse. 
5) Have the surgical nurses report to surgery. 

The director of nurses is responsible for accomplish- 
ing these duties and devising methods of performing 
them. The administrator is not concerned with the selec- 
tion or deployment of nursing personnel; his only con- 
cern is that the nursing department's mission is being 
carried out according to plan. 

The Building Plan supplements the policies of the 
administrative plan and the operational department 
plans by outlining procedures for each building. It pro- 
vides specific instructions so that employees within a 
building will know what to do during a fire or upon 
notification of a tornado forecast or warning. The fire 
plan designates routes of horizontal and vertical evacua- 
tion to safe areas, and includes instructions for extin- 
guishing fires and taking head counts if the building is 
completely evacuated. 

The building tornado plan is divided into two sec- 
tions; one for action to be taken following a “tornado 
forecast,” and the other to be followed after a “tornado 
warning.” Forecast plans require preparation of the 
northwest corner of the basement (or hallways, in build- 
ings without a basement) for the reception of patients; 
warning plans emphasize moving patients to safe areas. 


COORDINATION WITH CIVIL AGENCIES 


An institution or hospital, regardless of its size, can- 
not cope with disaster problems alone; it must rely on 
available support from adjacent cities, counties, and state 
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civil defense organizations. Since these agencies usu- 
ally are more capable than institutions of furnishing sup- 
plies, medicines, transportation, communications, and 
manpower, the institution disaster plan should supple- 
ment the plans of these higher level agencies. ’ 


THE TRAINING PROGRAM 


Concurrent with the development of the disaster 
plan, we devised a training program to familiarize em- 
ployees with the plan and to train them in emergency 
medical treatment, evacuation, and fire fighting. The 
length and intensity of the program depends on how 


much training the employees have had already, and on 
the costs involved in relieving personnel from their jobs 
to attend classes. 

The Caro plan stipulates an 11-hour program broken 
down into two-hour training periods in fire prevention, 
disaster procedures, and emergency medical treatment; 
and two and one-half hour periods for evacuation and 
receiving, and fire-fighting techniques. The instructors, 
naturally, should be skilled in their respective fields. 

Scheduling employees involves numerous considera- 
tions, especially in institutions where operation is around- 
the-clock. At Caro, instructors teach classes during the 
evening hours which means that, during this time, there 
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The typically senile, or even the “hopeless . . . emotionally and intellec- 
tually deteriorated, elderly long term hospitalized schizophrenic patients” 
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is minimum coverage in the cottages. 
However, this arrangement greatly 
decreases the amount of overtime re- 
quired for evening employees to take 
instruction during daylight hours. 

Shortly after our manual was 
published, we began training staff and 
supervisory personnel to comply with 
the fire prevention check-list. This is 
a list of rules obtained from the state 
fire marshall plus additional hospital 
rules. Most of the state regulations 
pertain to building construction, prop- 
er use of electrical appliances, and 
maintenance of fire-fighting equip- 
ment. Institutional rules concem 
housekeeping duties directly related 
to fire and accident prevention. Spe- 
cific rules include an inspection of all 
fire extinguishers, hoses, and _hy- 
drants; placing extinguishers in areas 
where fires are most likely to begin; 
identifying fire alarms and equipment 
with red paint; and removing fire haz- 
ards such as accumulations of boxes 
and paper. 

After the first phase of the train- 
ing was successful, the nursing de- 
partment began instruction in emer- 
gency medical treatment. At this 
writing approximately 400 employees 
have attended disaster meetings which 
will continue until each employee has 
satisfactorily completed 11 hours of 
instruction. 


A minimum of nursing care was needed and this was ‘‘on a level that can 
be performed in a nursing home or by nonmedical personnel . . . thus 
relieving the overburdened hospital facilities and the short supply of 
nursing personnel for more acute and demanding situations.” 
L-GLUTAVITE supplies adequate amounts of monosodium I-glutamate, 
readily absorbed, appearing in the circulation as glutamic acid, necessary 
for significant cerebral metabolic functions. It also provides niacin for vaso- 
dilation and other B vitamins to enhance enzymatic oxidation. L-Glutavite 
is also useful in conjunction with antidepressants and tranquilizers. 
L-Glutavite may be readily administered in tomato juice, soup, milk or 
other liquids. Patients freely accept it. Literature on request. 

1, Fincle, L. P., and Reyna, L. J.: J. Clin. & Exper. Psychopath. 19:7 (Mar.) 1958. 
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In the final analysis, no plan 
guarantees a satisfactory solution to 
all possible disaster problems. We 
cannot predict the type or extent of a 
disaster, or assume that employees 
will function rationally during one. 
Furthermore, a plan providing 4 
course of action for any possible con- 
tingency would be much too complet 
to be practical. The important con 
sideration is that, with a plan, the 
possibility of survival is greater than 


it would be without any organized 


effort at all ‘ 
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Why Deprol is the first drug 


to use in depressions 


Clinical reports indicate that many depressions can be 
relieved by Deprol and psychotherapy, without recourse 
to more hazardous drugs or EST. 


Deprol relieves the patient’s related anxiety, insomnia 
and anorexia without danger of overstimulation, 

thus permitting better rapport to be established sooner, 
and facilitating more effective treatment. 


Deprol acts without undue delay. Its effect can be 
determined quickly. If unusual cases require additional 
or alternative therapy, this will be quickly discernible. 


Deprol can be controlled — there is no lag period of 

a week or two over which drug effects continue after 
medication is stopped. In cases where alternative 
therapy may be needed, it can be started at once. 


Deprol is safe — does not produce liver damage, 
hypotension, psychotic reactions or changes in sexual - 
function; does not interfere with other drug therapies. 


Bibliography (11 clinical studies, 764 opment : 
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Supplied: Bottles of 50 light-pink, 
scored tablets. 

Dosage: Usual starting dose is 1 tablet 
q.i.d. When necessary, this dose may 
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MANY PSYCHIATRISTS BELIEVE that a patient’s milieu must 
be as specific to his needs as his treatment. The authors 
would like to illustrate this theory by reporting their ex- 
ee in helping to create a particular type of milieu 
or psychiatric patients in a general hospital. 

In August 1956, the 280-bed Mercy-Douglass Hos- 
pital in Philadelphia opened an 85-bed psychiatric unit. 
This unit, as part of the University of Pennsylvania’s de- 
partment of psychiatry, has important training and re- 
search functions, in addition to its service functions. Con- 
sequently, its atmosphere is considerably influenced by 
the large turnover among staff members who come to 
the unit primarily for training. 

Since Mercy-Douglass is a general hospital, psychi- 
atric inpatient facilities were not included in its original 
construction plans. The two floors now occupied by the 
psychiatric department were designed to accommodate 
general medical patients in private and semiprivate 
rooms. When the present unit was established, no 
changes were made in the rooms or their furnishings, 
except to install retention screens. 

Each room contains cabinets, closets, mirrors, sinks, 
etc., freely available to the patients. One floor is “closed” 
for disturbed patients; the other is “open” for convales- 
cing patients. Both floors consist of two wings separated 
by a large sitting room or lobby. One wing contains 
rooms for the men; the other houses the women. How- 
ever, doors to the wings are left open so that men and 
women can mix freely on both floors and have meals 
together in the dining room located in the women’s wing. 

Patients are admitted to the unit after brief screen- 
ing at the Philadelphia General Hospital Psychiatric 
Reception Center. The center's staff examines all ap- 
plicants for local public psychiatric hospitalization, and 
refers them to one of four facilities. During the unit's 
first year of operation, our own staff members did no 
screening, but accepted all types of acutely ill patients. 
Subsequent experience prompted us to limit certain cate- 
gories of patients. Empirical observation revealed that 
our type of milieu is not particularly helpful in treating 
personality disorders and the more integrated psycho- 
neurotic categories, but is of definite benefit in treating 
functional psychoses where isolation and regression are 
often seen to a marked degree. As far as patients with 


By NATHAN L. COMER, M.D. 
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and Mercy-Douglass Hospital 

Philadelphia, Pennsylvania 


“acting-out” tendencies are concerned, the milieu is ac- 
tually detrimental. 

To give an example of our annual admissions—in 
1958 we admitted 250 patients: 137 with a diagnosis of 
schizophrenia, 30 with affective reactions, 19 with acute 
or chronic brain syndromes, 48 with neurotic reactions 
or personality disorders, and 16 with unclassified dis- 
orders. 

The majority of our patients come from the lower 
and lower-middle class urban population. Most of them 
have been ill for relatively short periods of time before 
admission, and many experience their first hospitaliza- 
tion when they enter the unit. Although the unit is sup- 
posed to provide only short periods of inpatient treat- 
ment, no absolute time limit has been set. The average 
duration of stay is 85 days, but some patients remain for 
as long as two years, and others transfer within a month 
to other hospitals that provide a more prolonged treat- 
ment program. 

In order to combat isolation and regression, the unit’s 
milieu is designed to support the relatively intact por- 
tions of the patient’s ego. Patients are encouraged and 
expected to assume considerable responsibility for them- 
selves and for other members of their community. For 
example, patient-government groups make decisions 
about the frequency and duration of visiting hours, the 
availability of telephones, and the planning of recrea- 
tional activities. 

Distinctions between inpatients and outpatients, pa- 
tients and staff, mentally ill and mentally well, have 
been purposely reduced to combat feelings of isolation. 
For awhile, removal of these distinctions created some 
confusion among patients and personnel as to their re- 
spective roles. However, as both groups came to depend 
less upon rigidly defined roles as part of their defensive 
armamentaria, they substituted defenses that were less 
therapeutically inhibiting. Physicians began to accept 
the attitude that their ministrations to the patients were 
not the sum total of psychiatric treatment; nurses and 
attendants worked with patients as equals on problems 
of ward administration and housekeeping; and the pa- 
tients began to feel that they had something positive to 
contribute to their own therapy and rehabilitation. 

We also stress direct and quick communication, 
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rath: - than “channels”; administrative, physicians’, and 
nurs: s’ offices are placed alongside patients’ rooms and 
recr‘ tion areas. Patients may call a physician for a 
nurs. just as easily as a physician calls a nurse for a 
patie \t; an attendant may request a conference as read- 
ily a. the chief of service. Patients and staff participate 
in m-ny joint conferences and recreational activities. 

‘nother effective technique in reducing isolation and 
regression is that of housing men and women patients on 
the same floor, so that they may share dining and rec- 
reation areas and mingle together in many types of 
grou; interaction. Whenever possible, patients share ac- 
tivities with members of the nonpsychiatric community, 
such as being assigned to nonpsychiatric areas of the hos- 
pital, working in the community while continuing to 
live in the hospital, attending recreational activities made 
available through the city department of recreation, and 
making frequent visits to their homes. 


PRIVILEGES ARE RESPONSIBILITIES 


We attempt to scale the scope of these activities 
and interactions to the individual patient’s ability to as- 
sume such responsibilities. The patient is told that each 
extension of activity is a responsibility rather than a 
privilege; he is given open-ward or home-visit “privi- 
leges.” We see these as important aids to recovery, not 
as rewards for getting well. 

The relative permissiveness and fluidity of our non- 
authoritarian milieu has both advantages and disadvan- 
tages, depending in large part on the types of psycho- 
pathology reacting within. Since patients are partially 
responsible for their own social structure, their identi- 
fication with a group is facilitated, and indeed often mir- 
rors their own inner needs and problems. 

Even though our milieu is based on permissiveness, 
the patients automatically and inevitably set up author- 
ity figures. Transference phenomena develop sponta- 
neously; an attempt is made to recognize their emergence, 
but not to control their direction. One result of this sit- 
uation is that sibling rivalry problems are expressed more 
often than parent-child relationships. Patients frequent- 
ly developed transference feelings toward other patients. 

An important factor in structuring any type of milieu 
therapy is that it must represent social realities, but must 
also be flexible enough to be adapted to the changing 
capacities of patients. This, of necessity, imposes a 
heavy obligation on the staff to maintain close individ- 
ual contact with patients in a setting which emphasizes 
group and social identifications rather than individual 
transference. 

We expect the staff to be more flexible than the pa- 
tients in meeting their own psychological needs, but our 
experience indicates that our type of therapeutic setting 
often disturbs physicians, particularly younger ones who 
are just entering psychiatric training. To some extent, 
this reaction depends upon the degree to which their 
self-esteem is based on traditional roles and the status 
enjoyed by physicians in the usual medical setting. Some 
of the younger graduate nurses face the same problem. 

Other members of the psychological community— 
attendants, recreation therapists, occupational therapists, 
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social workers, and psychologists—are able to realize their 
full potentialities in such a milieu. For example, one of 
the social workers conducted a meeting of relatives to dis- 
cuss how they could help in the rehabilitation of patients. 
Another social worker conducted a discussion with con- 
valescing patients to explore problems they were likely 
to face when they started to look for jobs. The milieu 
cannot operate effectively unless it satisfactorily meets 
the needs of both patients and staff. . 


Mental Hospitals 
to Publish 12 Issues 


Starting with the new subscription year, 1961-1962, 
subscribers to the A.P.A. Mental Hospital Services will 
receive 12 issues of MENTAL Hosprrats annually instead 
of 10. The two additional issues will be published in 
July and August. 

By increasing the number of issues the Editor hopes 
to publish good material at an earlier date, and also to 
include more information of topical interest, especially 
news emanating from Washington where not only the 
Federal Government, but so many professional organiza- 
tions associated with mental health operate. We hope 
that our readers themselves will help keep the magazine 
topical by sending news about state developments, such 
as new construction projects, special research grants, 
use of matching funds, and new training programs. 


DELIVERING THE COMMUNITY'S GIFTS 


When Mr. Joseph Paquette of Saginaw, Michigan, 
read a news item about the Traverse City State Hos- 
pital's need for certain articles, he launched and co- 
ordinated a local drive to collect donations. The com- 
munity’s response was immediate and gratifying; even 
the use of the truck which transported its tokens of 
good will was granted free-of-charge. Above, Mr. 
Paquette (right) and Mr. Chester Rousseau pause for 
a picture after delivering the first of two van-loads of 
clothing, cosmetics, jewelry, radios, television sets, 
pianos, and many other items to the hospital's patients. 
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Research psychologist (left) plans placement of data on the 
cards. Admissions clerk (right) records patient-information. 


AUTOMATIC DATA PROCESSING OPA‘ 


Wuat bo you kNow about the patients in psychiatric 
hospitals today? Do you know where they were born, 
how far they went in school, their occupations, work 
histories, leisure time interests, physical disabilities, mari- 
tal status, or religion? What do you know about the 
types, frequency, and severity of behavioral problems 
among patients? 

The Medical Audit Plan for Psychiatric Hospitals, 
supported jointly by the Veterans Administration and the 
National Institute of Mental Health, and sponsored by 
the Johns Hopkins University, recently completed a 
project to enable a hospital to determine rapidly the 
characteristics of its patient-population. This article out- 
lines the general principles as well as some of the ad- 
vantages of applying automatic data processing to record 
keeping. The discussion is based on experience gained 
in planning such a system for the VA Hospital at Perry 
Point, Maryland. 

The Perry Point Patient Record System differs in 
purpose from standard patient-record keeping methods 
as typified by the clinical folder. Clinical records are 
patient-oriented—case histories, progress notes, and doc- 
tors’ orders are designed to facilitate understanding of a 
particular patient as an individual. The Perry Point sys- 
tem includes only patient-information which is of cur- 
rent concern to the hospital, It is therefore character- 
istic-oriented rather than patient-oriented, and is com- 
patible’ with high-speed data processing equipment 
which can perform the following functions: 

Locating: A patient or group of patients possessing 
a particular characteristic or group of characteristics can 
be located. This helps to answer such requests as, “Do 
we have a bass player?” “Locate patients who are cur- 
rently receiving no specific treatment.” “Find all patients 
who have been hospitalized ten years or longer.” “Locate 
all patients who are members of the Catholic Church.” 
“Find all patients who were born in Europe.” “Locate all 
patients who are convulsive.” 

Counting: Rapid counts of patients, totally or by 
breakdowns on sub-characteristics, make it possible to 
answer most “how many” questions. For instance, “How 


Coding is done by the registrar; the ward nurse records infor- 


mation about the patient’s treatment, supervision, and behavior, 


many patients are age 65 or over?” “How many patients 
eloped last month?” “How many patients have no known 
relatives?” “How many patients have not been out of the 
hospital on leave during the past two years?” 

Listing: After the desired groups of patients have 
been located, lists and reports can be prepared. Ward 
lists, special lists of patients, and tabular reports can be 
printed automatically. 


AUTOMATIC DATA PROCESSING EQUIPMENT 


IBM equipment is used at Perry Point, but there are 
other machines that are equally serviceable. This equip- 
ment is based on the unit-record in which a punched 
card, marked in columns, refers to a single patient. Each 
card contains as many as 80 items of information about 
the patient. These items are reduced to numerical form. 
In practice, many items of information require more than 
one column. For example, state of residence requires 
two columns in which Alabama is reduced to a numeri- 
cal code of 01, Arizona is 02, and so on to Wyoming, 
which is 50. The codes for residence and birthplace re- 
quire ten columns, but make it possible to locate every 
major country in the world plus a number of territories; 
and for the United States, Canada, and Mexico, every 
county, town, and population grouping of over 2,500. 
Although one such item may take up several columns, 
the number of cards which can be prepared for a single 
patient is unlimited. Thus, a card might be reserved for 
admissions, one for examinations, and another for nurs- 
ing problems. 


ADVANTAGES OF DATA PROCESSING 


Speed and Accuracy: Record systems on punched 
cards far surpass in speed and accuracy any other meth- 
od of obtaining information. The automatic data proc- 
essing equipment at Perry Point can sort the entire pa- 
tient-population on one column of information in less 
than three minutes, at the rate of 650 cards per minute, 
and even faster equipment is available. 


(left 


ES 
________ 
4 
the 
acct 
forn 
as 
mar 
| vote 
shor 
| curs 
Sinc 
| orde 
sim) 
| freq 
a he 
adr 
to t 
logi 
plet 
que 
| enu 
next 
pati 
ease 
larh 
tive 
rep 
que 
que 
able 
cor 
hos; 
utte 
pun 
| tim: 
recc 


infor- 
\avior, 


tients 
nown 


of the 


have 
Ward 
an be 


NT 


re are 
>quip- 
nched 
Each 
about 
form. 
e than 
quires 
imeri- 
ming, 
ce re- 
every 
tories; 
every 
2.500. 
lumns, 
single 
ed for 


nurs- 


nched 
meth- 


proc- 
re pa- 
in less 
1inute, 


Patier'-information is transferred to cards on the keypunch 
(left). Then the cards are selected and arranged on the sorter. 


ORATIENTS’? RECORDS 


Accuracy of patient-records is improved because, in 
the long run, a report prepared mechanically is more 
accurate than one compiled by hand, provided the in- 
formation put into the basic record system is as accurate 
as that from which the hand compilation is done. 

In addition, personnel are freed from hundreds of 
man hours spent in hand compilations. More time de- 
voted to the creative and rewarding aspects of their jobs 
should lead to a commensurate improvement in the 
quality of the basic records, and, therefore, in their ac- 
curacy. 

The system also makes it easier to detect errors. 
Since the patient-population can be put into any desired 
order according to a particular characteristic, it is a 
simple matter to locate obvious types of errors which so 
frequently escape notice in the hand-kept system, e.g., 
a hospital number assigned to two different patients, the 
admission date which is “out of order” when compared 
to the hospital number, or the birthdate which is not 
logical when compared to the admission date. 

Scope and Flexibility: Routine reports can be com- 
pleted within hours after the specific information is re- 
quested. Since reports are in a state of flux, statistical 
enumerations required this year may not be required the 
next. What is gained is the flexibility to reorder the 
patient-population according to changing needs with an 
ease impossible with hand-kept records. This is particu- 
larly true of the host of records maintained on a cumula- 
tive day-to-day basis. In addition to supplying routine 
reports, it is possible to supply answers to a multitude of 
questions which are asked almost daily in our hospitals— 
questions for which no answers were previously avail- 
able except through special studies. For instance, if a 
community church group wants to give a Christmas 
party for patients who are members of its church, the 
hospital record department need not be thrown into 
utter confusion. When church membership is coded on 
punched cards, such a request can be met in as little 
time as ten minutes. 

A unique characteristic not found in other patient- 
record keeping systems is the ability to reconstruct the 


Wired-in programming (left) sets up desired reports which 
tabulating machine (right) produces for the hospital staff's use. 


By SHIRLEY KLETT, Ph.D., 
LEE SEWALL, M.D., Manager 
VA Hospital, Perry Point, Md. 


exact patient-population at any point of time in the 
past, dating from the time the record system was in- 
stalled. In the light of changing conditions in psychi- 
atric hospitals, this feature can be extremely useful. It 
permits the preparation of figures for comparison with 
present reports, and highlights the need to incorporate 
information into the system with possible future needs 
in mind. 

Far too much time is wasted in most hospitals by 
different staff members comparing essentially the same 
information. Time must still be spent in recording in- 
formation for the punched-card system, and in making 
routine changes, but once the information is incorpo- 
rated, reports can be compiled with a minimum of effort 
for rapid distribution to all points where it is needed. 
Since information from all appropriate services is pooled 
in one system, every hospital department stands to bene- 
fit from the increased amount of information available. 

Quality of Patient Care: The possibilities for im- 
proving care by the use of readily accessible patient- 


information are limited only by the imagination of the 
staff. 


1. Staff involved directly in patient-care usually 
spend a great deal of time in paper work, much of 
which can be eliminated to allow more time for actual 
work with patients. This is particularly true of the nurs- 
ing service. Nursing personnel frequently are called 
upon to search their wards for patients possessing cer- 
tain characteristics—perhaps to fill a fourth for bridge. 

2. This patient-record system helps to eliminate the 
“forgotten patient,” who is a frequent problem in hos- 
pitals which do not use ward assignments. If informa- 
tion regarding the staff is also punched, it is a matter of 
routine checking to make sure that a staff member is as- 
signed to each patient. The forgotten patient may be 
one with special physical problems which are not receiv- 
ing attention, one who has not had a physical examina- 
tion recently, one who is receiving no specific treatment, 
etc. Patients whose leisure time interests are not pro- 
vided for by the recreation department also come under 
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the “forgotten” category. Information about patients’ oc- 
cupations, educational backgrounds, and incomes en- 
ables the rehabilitation services to locate those who need 
special attention in these areas. 

8. Routine analyses of patient-load per staff mem- 
ber, per ward, or per special service can be a simple 
matter. Such analyses frequently reveal problem areas 
before they become obvious. Sometimes a simple redis- 
tribution of patients, staff, or operating funds can be use- 
ful in increasing efficiency. Such studies are also helpful 
in planning new programs, and the analyses upon which 
the programs are planned would be valuable in seeking 
increased operating funds for such purposes. 

4. Finally, the possibility of bringing unsuspected 
problems to light seems good. For example, an unusual 
distribution of admission diagnoses at Perry Point led to 
a study of the admitting examinations which reduced the 
number of “catch-all” diagnoses. 


PLANNING AND INSTALLATION 


Automatic data processing serves many useful pur- 
poses in a psychiatric hospital besides record keeping. 
Most of the fiscal operations can be reduced to machine 
work, including the payroll and the printing of checks. 
Similarly, supply inventories and personnel records can 
be maintained on punched cards. Whether or not a 
hospital already has data processing equipment, a care- 
ful study of the long-range demands is necessary in order 
to achieve the ultimate combination of machines suited 
to a hospital’s needs. Since the Perry Point equipment 
is used by several hospital departments for varying pur- 
poses, administration of the processing center is handled 
directly by the hospital’s manager. Assistance in select- 
ing equipment and personnel and in planning operations 
can be obtained from consultants available from most 
processing-equipment manufacturers. 

The following suggestions, based upon Perry Point 
experience, are offered for actual planning: 

1. The first goal in setting up a data processing sys- 
tem should be educational in nature. Encourage staff to 
learn as much as possible about a comprehensive char- 
acteristic-oriented record .system, and about automatic 
data processing in general. Since the intent is to supple- 
ment rather than to replace basic clinical records and to 
relieve personnel of routines rather than to replace them, 
the system must be justified on the basis of its added 
advantages. It is also important for staff to learn that 
the results of automatic data processing methods are 
only as good as the information upon which they are 
based. Thoroughness of initial planning is essential, and 
without informed staff members who can contribute to 
the planning from the very beginning, the outcome is 
likely to prove disappointing. . 

2. It is better to plan the system as the hospital 
would ultimately like to use it, even though an actual 
start is made with only portions of the system. This 
means leaving spaces (or whole cards) blank for the 
later inclusion of data from other sources. 

8. When obtaining information from one source 
(such as the admissions forms) include every item which 
can have any possible usefulness in the future. Similar- 


ly, it is better to code the items too finely than to do the 
reverse. Both of these suggestions apply because items 
can be dropped or regrouped by machine in order to add 
others. Otherwise, finer recording requires going back 
to the original source, resulting in a waste of man hours, 

4. Items to be included can be determined by re- 
questing each department chief to prepare a list of all 
information which would be of interest to that service, 
This type of collection, if department heads have a rea- 
sonably clear idea of its purpose, will include most factu- 
al items of future usefulness. Efforts should be made to 
project thinking as far into the future as possible, because 
some types of ultimately needed information may other- 
wise be omitted. In addition, information primarily use- 
ful in research is less likely to be included because staff 
members do not have time to think about research. Since 
this system is ideally suited to research purposes, thought 
should be given to including research-oriented items. For 
example, it is not difficult to include birthplace of each 
patient’s parent. Such an item seldom serves a practical 
operating purpose, but can be valuable in research stud- 
ies. If the hospital has very little active research work 
going on among its staff members, advice about useful 
items can be obtained from mental health research spe- 
cialists at nearby universities. 

The major work involved in actual installation is 
that of coding items for the backlog of patients in the 
hospital on the day the system goes into effect. Main- 
taining the system on a day-to-day basis, once it is in- 
stalled, is a relatively simple matter. Since a lapse will 
occur between the time coding is begun and the system 
is ready for operation, a “locator card” should be punched 
immediately. This can be done in a few days, and re- 
quires little, if any, coding time. A locator card would 
contain basic information about each patient—his name, 
hospital number, date of admission, number of times ad- 
mitted, ward number, birthdate, and date of loss from 
the hospital. Sex, race, and the type of loss from the hos- 
pital are minor coding problems and could be included 
with ease. Thus, while the coding task (or even the 
planning) proceeds, practice can be gained in methods 
of keeping records current and of preparing lists, reports, 
and computations. Furthermore, the locator card can be 
used to perform demonstrations for hospital staff mem- 
bers. When the entire system is complete, the locator 
card can serve as the source of basic information to corre- 
late with more detailed information on other cards. 

Although these automatic data processing methods 
can be applied successfully to the problems of patient- 
records in psychiatric hospitals, the authors must empha- 
size that the Perry Point system is only a supplement to 
the basic clinical records, not a substitute for them. It is 
oriented to questions about the characteristics of patient 
groups rather than to the individual patient. However, 
it provides speed, accuracy, scope, and flexibility not 
found in any other type of patient-record system. The 
numerous benefits derived from such a system, when it 
has been planned properly, make for increased efficiency 
and improved quality of patient care. . 


A copy of the original Perry Point VA Hospital Coding 
Manual may be obtained from the authors. 
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The Psychiatric Social Worker 
as Leader of a Group 


By LILLIAN S. IRVINE 

Chief Supervisor of Psychiatric Social Work 
Massachusetts Department of Mental Health 
and MARY B. PALMER 

Psychiatric Social Worker 

Massachusetts Mental Health Center 
Boston, Massachusetts 


It was in 1947 that the first psychiatric social worker in 
Massachusetts took over leadership of a therapy group. 
This was at Boston State Hospital, but the idea soon 
spread to other psychiatric hospitals and agencies in 
the state, both public and private. Two years later there 
was so much interest in this new field that the Massachu- 
setts Association for Mental Health, in cooperation with 
Boston University School of Social Work, sponsored 
seminars in beginning and advanced group psychology, 
conducted by psychiatrists. By 1955, over 125 social 
workers in the area had received such training. 

Six of those who had had two or more years of the 
training, plus experience in leading groups, made a pilot 
study of the Massachusetts experience for a local branch 
of the American Association of Psychiatric Social 
Workers. This led naturally to interest in what was 
going on in the rest of the country and to a nationwide 
survey by the same six as a subcommittee* of the Com- 
mittee on Practice of the Psychiatric Social Work Section 
of the National Association of Social Workers. The 
following is a summary of the subcommittee’s report: 


The entire membership of the Psychiatric Section of 
N.A.S.W. was polled by questionnaire to find out how 
many members were leading groups; the nature of their 
training for group work; types of groups they conducted; 
their treatment methods and goals. The committee de- 
fined as pertinent for its study only groups with a 
therapeutic focus, where the method was discussion, 
role-playing, play therapy, or a combination of these; 
and where the purpose was modification of attitudes, 


‘Lillian S. Irvine (Chairman); Esther C. Cook, Head 
Psychiatric Social Worker, Mass. Mental Health Center; 
Golda Edinburg, Director, Psychiatric Social Work, Mc- 
Lean Hosp.; Rebecca Glasmann, Chief, Social Work 
Service, Bedford VA Hosp.; Ruth Lloyd, Professor 
Emeritus, Boston Univ. School of Social Work; Mae T. 
Mooney, Director of Family Life Education, Family 
Service Association of Greater Boston; Mary B. Palmer 
(Editor). 


development of self-awareness, or better functioning in 
interpersonal relationships. Also surveyed were some 
personnel groups which had the added aim of teaching 
group dynamics. To be included in the survey, groups 
must have met at least six times. 

Forty-eight per cent (1,468) of all the members 
responded. Of these, 547 reported they were leading 
groups, but further data revealed that only 350 of them 
were leading 456 groups which met the committee's 
definition. Most of these 350 group leaders (247) 
were working in adult psychiatric settings; 71 were in 
children’s psychiatric agencies; and 32 in other organi- 
zations, such as family and children’s agencies. 

The survey revealed.a very wide variety on all 
points of leadership and group composition. All leaders 
had Masters’ degrees; over 80 per cent had more than 
a year’s casework experience, and fully half had at least 
four years. But almost one quarter had no special 
training in group dynamics or experience as recorder- 
observer. Even of the 204 who reported some such 
training, 33 had taken seminars or courses lasting less 
than one month. At the other end of the scale were 35 
who had had more than two years specialized training. 

Although 87 cent of the leaders reported they 
had some form of supervision, usually by psychiatrists, 
they expressed a common plea for more inservice 
training, more contact with experienced group therapists, 
more published material in social work journals, more 
research, and the development of a common vocabulary. 

Only 60 of the 456 groups employed role-playing, 
and even in these, the discussion technique was often 
used. Twenty-two per cent (102) of the groups had 
been in existence for less than six months, meeting 10 
to 25 times within that period. Eighteen per cent (82) 
had been in existence for two years and were still 
active. 

In the majority of the groups reported, screening 
was common sonia and participants had been indi- 
vidually selected. Members were chosen on the basis of 
individual needs, willingness, sad indications that they 
could participate to some degree. Usually there was 
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also some common denominator of diagnosis or problem. 
For instance, stressing diagnosis, one mental hospital 
group was composed of “ambulatory schizophrenics 
whose egos are strong enough to withstand the group 
pressure and who can benefit from group support.” 
Another group was composed of sex offenders. 

Less specifically, patients might be brought together 
on the basis of chronicity or acute onset of their illness. 
Mixed diagnoses were not unusual if a group was seen 
as having a common problem. Thus one group was 
described as being made up of “ambulatory schizo- 
phrenics in good remission; patients with deep-seated 
dependent reactions; patients with psychoneurotic dis- 
orders or other personality disorders.” Although diag- 
nosed differently, all were struggling with their depen- 
dency, feelings of inadequacy or impotence, and failure 
to work up to their potential. 

A family agency formed a group of adolescent Negro 
girls, wards of the Welfare Department, who had 
“exhibited anti-social behavior”: a general hospital 
formed a group for youthful epileptics who needed to 
accept their illness and better their interpersonal rela- 
tionships. 

In groups of relatives, the common problem might 
be their relationship to a sick family member, whether 
the latter had brain injury, cerebral palsy, or psychosis. 
These groups include parents, wives, or husbands of 
patients. At least one psychiatric hospital revealed 
added reasons for seeing certain mothers of schizophrenic 
patients: they had not worked out in individual casework 
treatment, they were “hypercritical” of the hospital, and 
they interfered with their children’s treatment. 

According to the answers obtained from this survey, 
there remains one other method of selection of relatives’ 
groups: the client or patient asks for it. At least two 
examples of this were given: one of male alcoholics 
who wanted their wives to be in group therapy, and one 
of 15 women mental patients who asked that a group 
be formed of their husbands, a father, “and in one case 
a sister.” 

Outpatient and community agencies tended to ex- 
clude from their groups grossly psychotic, disturbed, or 
even “infantile” people as disrupting elements. In the 
psychiatric hospitals, homogeneity of social, cultural, 
and educational levels appeared to be largely disregarded. 

This was less often the case in outpatient depart- 
ments or clinics. For example: 


“Family, social, and cultural problems are paramount 
and observable to the staff in this patient-group. 
All are of Central European extraction, come from 
intact family groups, and indicate some pride in 
parental roles and aspirations to more adequately 
meet adult family responsibilities. This is a peer 
group with stress upon building morale through 
group identification and upon arousal of healthy 
group emotions. It was planned as an aid in pa- 
tient-use of individual treatment, and as a supple- 
ment to or preferable substitute for individual treat- 
ment.” i 


Besides the accent on similarity of diagnosis, prob- 
lem, or socioeconomic background, respondents to the 


questionnaire reported another selection criterion, which 
might be labeled “difference.” More commonly it was 
spoken of as “balance.” In essence, it meant includin 
in a group individuals who behaved differently. The } 
purpose was to promote interaction and self-awareness 
among members. Some quotes from the questionnaire 
answers: 


From a mental hospital: 


“Group of female patients from a semi-open, con- 
valescent cottage—both long- and short-term hos. 
pitalization. We try to maintain a balance between 
the more verbal, aggressive, hostile patients and 
the more passive, dependent, withdrawn, verbally 
unproductive patients. The clinical diagnosis js 
not too great a factor in their selection. Emphasis 
is placed on selecting those patients whom we feel 
will respond to and benefit from a group situation, 
therapeutically oriented.” 


From a children’s agency: 


“Children not so disturbed as to be unable to relate 
to others in a group; i.e., neither too withdrawn nor , 
too aggressive. We attempt to achieve a balance 
between passive and aggressive types.” 


From a psychiatric clinic: 


“We say we have criteria, but we can never agree 
on them. We attempt to achieve ‘balance’ in our 


groups; i.e., mix ‘talker’ with ‘silent’ patients. We ? 


do not pay a great deal of attention to diagnostic 
categories. We try to select patients who can benefit 
by a group experience. Withdrawn, isolated, un- 
employed, single, male schizophrenic patients fall 
into this category.” 


In this last description, one might say that the 
question of selection for groups had come full cycle: 
from dissimilarity of. observable behavior to similarity 
of diagnosis—where the latter had not been intended. 

Finally, psychiatric hospitals reported use of the 
group method for personnel: nurses, Ph.D. candidates 
in psychology, attendants, and medical students. 


GOALS AND LEADERSHIP 


Four types of groups emerged from the survey. They 
could be roughly classified as: Activity; Information- 
Giving; Limited-Goal Therapy; Intensive Therapy. Goals 
were correspondingly varied. The leader’s role seemed 
to depend both on the purpose for which the group was 
formed, and on his skill backed by his individual interest 
and experience. 

In the Activity Groups the survey committee in- 
cluded both play sessions and psychodrama or socio- 
drama. The leader’s role in the play groups with children 
or adolescents was usually seen as the permissive, giving, 
and protective parent. For instance, in a psychiatric 
clinic, the leader of a group of adolescent girls described 
her part as being to “understand and meet as realistically 
as possible dependent needs through refreshments, | 
equipment, carfare, etc.; to help them to use the group 


pre 
ne 
gr 
lea 
le 

sw 
m¢ 
pa 
lea 
rol 
Fr 
fie 
on 
| en 
| Hi 
tio 
me 
en 
or 
fo! 
ch 
: 
oc 
on 
re} 
vit 
m: 
m: 
mi 
ab 
se 
sh 
an 
m 
se 
co 
de 


which 


it was 
cluding 


y. The > 


areness 
onnaire 


n, con- 


m hos- 
etween 
ts and 
erbally 
Osis is 
nphasis 
we feel * 
‘uation, 


relate 
wn nor 
valance 


r agree 
in our 
ts. We ? 
gnostic 
benefit 
od, un- 
nts fall 


sat the 
cycle: * 
nilarity 
tended. 
of the 
didates 


y. They 
nation- 
Goals 
seemed 
up was 
interest 


tee in- 

socio- 
hildren 
giving, 
shiatric 
scribed 


stically 


iments, | 


pro: ss and interaction, verbal and nonverbal; to test 
nev patterns of behavior.” Apparently, in most such 


gro: »s, interpretation of content or behavior by the’ 


Jeac r was rare. 

n groups using psychodrama or sociodrama, the 
lead-r often deliberately played a part: mother, father, 
swe: ‘heart, spouse. One social worker wrote that the 
mor: wholeheartedly she played her role, the better the 
pati-‘nts could enter into the spirit of the group. Other 
lead-rs stood apart from the drama, at first assigning 
roles. then permitting group members to select their own. 
Frec,uently, role-playing was dropped as the group solidi- 
fied, and discussion was substituted for acting. 

The Information-Giving Groups typically focused 
on « specific topic which the leader supplied for the 
group to discuss. The leader was essentially a teacher. 
His job was to inform; his hope was that such informa- 
tion would remove prejudice, allay anxiety, free group 
members for wiser action. Like any good teacher, he 
encouraged discussion and airing of opinions. 

Family and children’s agencies sometimes used this 
group method for explaining agency policy to parents 
or foster parents, and occasionally provided leadership 
for already established groups in settlement houses, 
churches, or the P.T.A. General hospitals formed groups 
to explain a specific disease, such as polio or cerebral 
palsy, to patients and to relatives. Psychiatric hospitals 
occasionally invited relatives to see and discuss films 
on mental hygiene. One social worker using this method 
reported clarifying and interpreting “simple psycho- 
dynamics” in this connection. Another spoke of pro- 
viding lists of suggested reading. 


One illustration from the psychiatric clinic of a 
general hospital might serve to describe how the infor- 
mation-giving groups were usually conducted: 


“Meetings of parents of children with rheumatic 
fever are planned around topics such as discipline, 
the physically handicapped child, sex education. I 
focus the beginning of the discussion and keep it 
goal-directed. At the same time the group discusses 
the topic at their level, raising and answering their 
own questions. I help to clarify within the group 
and with individual members in relation to them- 
selves and their families.” 


In Limited-Goal Therapy Groups, the leader used 
material fashioned from the personal experiences of the 
members and encouraged them to express their feelings 
about the content. Through the conscious use of him- 
self, he enabled members to form purposeful relation- 
ships with him and with one another. By drawing 
analogies between the responses and interactions of the 
members, he tried to promote their self-awareness. He 
set limits and focused the discussion. 

From the leader of a VA mental hygiene clinic group 
composed of psychosomatic patients came the following 
description: 


“My role is to enter into the discussion at any point 
to sharpen or clarify interaction. I attempt to have 
patients look at what they are doing at the moment 
they are doing it, in order for them to recognize how 
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their feelings about themselves or others affect 
their illness. 


From the leader of a mothers’ group in a psychiatric 
hospital: 


“My role is to lead the group in discussion of the 
experience they are living through, of having a 
relative a patient in a mental hospital—its meaning to 
them and their social circle. Also to examine their 
relationship with the patient and find out how 
there might be something better between them. 
Also to help them see the patient as being less 
different, and with the same feelings and reactions 
as theirs.” 


In a child guidance clinic, the mothers of young 
boys with school problems were “encouraged to express 
their own feelings about another mother’s handling.” 
In a children’s agency, the leader described her method 
with a group of adolescent girls: 


“My activity is directed toward helping them to 
understand some of their reactions and feelings 
which caused them to get into trouble. I encourage 
them to tell about their relationships and feelings 
towards their families. With some help from me 
at times and from the members, too, several of the 
group have become aware of ways in which they 
contribute to their conflicts with others. Occasionally 
I take a position on what is socially acceptable be- 
havior and why.” 


The leader’s role as described in the Intensive 
Therapy groups was different. Here he saw himself as 
encouraging catharsis, and active in exploration of re- 
sistance and defenses, especially when these blocked 
group movement. He emphasized transference and 
countertransference elements. At times he deliberately 
fostered identification with himself. He actively pro- 
moted group interaction, set few limits, and focused to 
a minimum degree. 

Two leaders of groups in psychiatric hospitals gave 
these summaries of their work: 


“My role is to stimulate communication, bring out 
areas of common concern, control interaction, en- 
courage participation by withdrawn patients, con- 
trol excessively aggressive action, synthesize insight, 
provide interpretation, accept hostility and negative 
reactions directed at me, and reflect back attitudes 
and feelings emerging in the group process for the 
members to examine.” (This group had met 50 
times. ) 

“I encourage the patients to accept reality and 
develop insight through communication. I have 
slowly brought about dissolution of transference 
from a protective, permissive father, to reassurance, 
interpretation, and expansion of reality. Inherent 
in this process is the necessity for me to be aware 
of latent content of the material, the anxiety, 
resistances, hostilities, etc. This implies that I gave 
direction, avoiding distress and acute anxiety when- 
ever necessary.” (This group had met 28 times. ) 


Social workers stressed in their reports the need 
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for understanding of the unconscious meaning of mem- 
bers’ verbalizations and behavior. Some of them also 
mentioned interpreting such material to the group. For 
example: 


“In a group of ambulatory schizophrenics in a 
private clinic, I encourage all members to recognize 
and express their feelings and to give interpretation 
for themselves and others. If they do not help in 
the exploration, I give support and some additional 
information. When appropriate, I give interpretation 
of quite deep, unconscious material.” 


The survey committee was also interested in the 
role of the coleader. But of the 80 sufficiently explicit 
descriptions given in the questionnaire answers, only 
21 fitted the acceptable definition of “equality of value, 
function, and place in leading the group.” The rest 
were chiefly occupied with observing, recording, assist- 


ing with practical arrangements, and occasionally acting 
as substitute leader in the regular leader's absence. 


RECOMMENDATIONS 


The pilot study and survey revealed widespread use 
of psychiatric social workers as group leaders in varied 
settings and roles. The committee concluded that they 
have indeed a real contribution to make in this field. 
However, it recommended special training and experi- 
ence in group theory, method, and practice for all who 
intend to lead therapeutic groups, and urged that schools 
of social work assume leadership for teaching. 

The committee also recommended that teachers 
and practitioners develop a more specific body of knowl- 
edge regarding the techniques of leadership and the 
selection, duration, purposes, and methods of group 
treatment. ° 


Nurses and Psychotherapy 


By JACQUELINE BERNARD 
Clinical Psychologist 

Anoka State Hospital 

Minnesota 


For THE PAST YEAR I have enjoyed a rather unusual alli- 
ance with the nurses in the state hospital where I am 
employed as a psychologist. These nurses, my close co- 
workers, are psychotherapists; they carry the largest 
share of responsibility for our hospital's program of 
group therapy. This is a controversial state of affairs, 
and I speak of it not apologetically, but proudly, be- 
cause we are successfully utilizing our nurses’ talents in 
a way that is generally considered to be unorthodox. 
Our hospital houses about 1,100 patients at any 
given time, and we rarely, if ever, employ more than six 
trained psychotherapists. Among those on our staff who 
have received prior training in psychotherapy are the 
superintendent, who is our only board psychiatrist; the 
chief of social service, and sometimes another social work- 
er or two; the chief psychologist, who divides his time be- 
tween the psychology and clinical research units; and 
myself. Most of the time I have been the hospital’s only 
other psychologist. If the hours each of us has available 
for psychotherapy were added together, the total would 
be so small as to make formal psychotherapy practically 
nonexistent among our treatment services. Of course, 
the informal psychotherapy offered by our ward physi- 
cians is invaluable to our patients. But it is not enough. 
I assert that psychotherapy in a state hospital should 
not be regarded as a “special” endeavor. It is implicit in 
the total treatment program. If this assertion is granted, 
there is no reason why nurses cannot discharge their as- 
signed duties, and, after proper training, act as psycho- 
therapists as well. Naturally, the techniques and imme- 


diate purposes of psychotherapy are somewhat different 
from those inherent in other patient-nurse contacts. 
These differences, however, are superficial. Psycho- 
therapeutic techniques and purposes can be learned b 

any would-be therapist who possesses the fundamental 
capabilities required to carry out the nonpsychothera- 
peutic aspects of his job. 


NECESSITY INSPIRES ACTION 


I can support my assertion by relating our recent 
experience in developing a psychotherapy program at 
the Anoka State Hospital. We wanted to offer psycho- 
therapy to our patients, but did not have a sufficient 
number of therapists to do so. Then we learned that 


members of the staff of the Willmar State Hospital, also’ 


in Minnesota, were being trained to do group therapy, 
regardless of their established professional roles. This 
seemed to point the way to a solution to our problem. 

Of course, Willmar Hospital was better staffed than 
Anoka, and its group therapy program had an aura of 
orthodoxy because it was conducted largely by psycholo- 
gists, who are generally expected to devote at least some 
portion of their time to psychotherapy. However, it 
had a touch of radicalism too, since some of the thera- 
pists in training were chaplains or members of the rec- 
reation staff. 

At Anoka, we could be orthodox only to the extent 
that we had one psychologist available to direct a psy- 
chotherapy program and train its therapists. From that 
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point on, we knew we had to depart from tradition if 
our ~:9gram was to serve a worthwhile number of pa- 
tients. At the time, all departments in our hospital were 


' unde: taffed. We could justify diverting the time of our 


busy »rofessionals only if we could anticipate from the 
progr either direct patient benefits in the form of 
impr ed care or indirect employee benefits in the form 
of inc: eased general competence. 

\e initiated the program by inviting interested pro- 
fessioial personnel to attend orientation meetings in 
which group therapy techniques would be discussed and 
illustrated. We made no effort to concentrate recruiting 
efforts on any particular department, but sent notices to 
all ward physicians, chiefs of social service, nurses, and 
rehabilitation therapists. We told them that we would 
select therapists from among those who, after exposure 
to the techniques, expressed a desire to receive further 
training. I expected, from observing the Willmar ex- 
periment, that there would be a good turnout for the 
orientation meetings, and there was. 


TRAINING BEGINS 


I selected several staff members who had partici- 
pated most freely in the meetings to assist me in the first 
training-therapy group. The others were invited to par- 
ticipate as observers, if they wished. I fully expected to 
lose all but a few of our potential therapists when we 
actually began to work with patients. So I was agree- 
ably surprised, when I arrived at the first training ther- 
apy session, to find myself confronted with as many 
participant-observers as patients. One whole row of the 
observers was white-uniformed and capped. To make 
this turnout possible, the nursing supervisors were filling 
in wherever needed so that ward front-liners could at- 
tend the meetings. Shortly afterwards, they arranged 
for student nurses to observe one or more meetings as 
part of their affiliate training. : 

At least 12 meetings were attended by nurses and 
aides representing almost all hospital areas—the TB unit, 
the medical-surgical and the geriatric wards, and the 
acute-intensive treatment and continued-treatment areas. 
During the first eight months of the program, before 
summer vacation schedules cut into attendance, several 
ward charge-nurses had been released from their regular 
duties to attend as many as 35 hour-and-a-half meetings. 
The assistant director of nurses had been with us for all 
but the first six weeks of the program, and the entire 
nursing education staff had participated from the be- 
ginning. 

Throughout this early period, staff members who 
stayed with the program were drawn into increasing and 
increasingly varied participation. They were encouraged 
to enter into discussions, to portray roles with the pa- 
tients, and eventually to lead the group. Eight months 
after we started, our single group had expanded to four, 
all functioning relatively independently. My own group 
continued to combine training and therapy; each of the 
others was headed by one of our “homemade” psycho- 
therapists. 

At present, nurses are active in three of the groups. 
The assistant director of nurses works with me as junior 


Nurses and Psychotherapy 38 


leader, and we are assisted by a licensed practical nurse 
and a chaplain. The supervisor of the nursing education 
unit leads a second group, with a member of her staff 
(an instructor in the student affiliate program) as junior 
leader, and a ward nurse as assistant. The third group 
is headed by two other nurse educators, who are assisted 
by a psychiatric aide. A recreational therapist leads the 
fourth group, with the help of another recreational ther- 
apist who is junior leader. 

I maintain supervision of the program by meeting 
with the leaders regularly for an hour each week, and by 
consulting with them whenever necessary. These meet- 
ings and consultations provide all of us with the oppor- 
tunity for a continuing cross-fertilization of ideas and 
development of techniques. 

Forty patients, which is the number we are pre- 

ared to serve at one time, are not a great many out of 
1,100. It is, however, a considerable addition to the 
number who would be involved in formal psychotherapy 
if we did not have our new program. Patients assigned 
to it represent all hospital areas and a wide range of dis- 
ability: the 12-year-old delinquent, the 14-year-old 
schizophrenic, the woman in her 40’s who has been with 
us for eight years, and the man in his 60’s who attempted 
suicide and achieved brain damage instead. 


“UNORTHODOX” PROGRAM SUCCEEDS 


While it is not the purpose of this paper to elaborate 
on our psychotherapy program’s philosophy or its tech- 
niques, I should mention that none of us believes psy- 
chotherapy is magical in its effect. We use it as one 

ore means of moving patients toward attitudes and 
behavior that are acceptable and constructive. We at- 
tempt, deliberately and openly, to stimulate constructive 
use of the daily hospital experience. In doing so, we 
draw upon the observations of physicians, ward personnel, 
rehabilitation therapists, industrial supervisors, and so- 
cial workers; we also obtain information from daily re- 
ports and medical charts. In this way we get a clear 
picture of what is affecting the patient day by day, and 
of his observable reactions within his hospital world. 

By the end of another year it is conceivable that our 
cluster of leaders will have increased, and that we will 
be offering psychotherapy to 80 patients at one time. A 
meaningful evaluation of direct patient benefits stem- 
ming from this program must be delayed until then, but 
already we believe that the indirect benefits of the pro- 
gram have been considerable. These include: 


1. Enhancement of the hospital’s educational pro- 
gram, not only for students (directly and through their 
instructors), but also for some employees for whom the 
program serves as a continuing inservice training re- 
source. 

2. Increased job satisfaction for some of the hard- 
pressed ward nurses and aides who usually work in rela- 
tive isolation with chronic or severely disabled patients. 
One aide, commenting on ner experience as a participant- 
observer, put it this way: “It gives you something to 
think about besides custodial care.” 


It is true that nurses often have relatively inflexible 
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schedules that prevent them from participating in extra 
activities. Beyond such a practical consideration, how- 
ever, by what standard should nurses not be psycho- 
therapists as well? When we look objectively at the issue 
of who is to do what part of a hospital’s task, few pro- 
fessionals of any discipline can argue that any one with 
a gift for making contact with patients and acting as a 
catalytic agent in their interest should be prevented from 
doing so. 

Issues of this kind, unfortunately, are not always 
viewed either objectively or practically. Those who are 
trained in psychotherapy are sometimes reluctant to see 
the term included in the job descriptions of other pro- 
fessional groups, despite an obvious need for more psy- 
chotherapists. Conversely, many whose job descriptions 
do not mention psychotherapy are often horrified at un- 
dertaking a function not included in their professional 
curricula. Then again some professional groups which 
are in the process of defining functions hesitate to in- 
clude any task which cannot be performed by all. For 
reasons such as these, I fear, some who would be ex- 
cellent therapists—and who also wear white caps—will 
be prevented from serving their patients more complete- 
ly through training and experience in psychotherapy. 

As for our own staff, there has been remarkably little 
adverse reaction to the new role some of our nurses have 
assumed. We refer to our new psychotherapeutic ap- 
proach as the “psychodrama program,” although we use 


only the techniques and not the theoretical framework 
of psychodrama. Those of us who are engaged in the 
program are called “group leaders.” By such simple 
manipulation of terms we have avoided some of the 
objections that might have been made. 

However, our choice of a name for the program is 
not solely responsible for its favorable reception; our 
superintendent's understanding of our plans and goals 
is the principal factor in its success. I have already men- 
tioned the strong support given by the director of nurses, 
who supplied staff members to challenge and stimulate 
us and to become our future group leaders. Also, when 
I presented an outline of our intentions to my own de- 

artment head, I received permission to proceed even 
fore plans were discussed with the staff. Without such 
understanding and approval at the administrative level, 
our attempt to move away from tradition through our 
new program would have been impossible. 

I have learned a great deal from my nurse co- 
workers. At first, infused as I was with professional 
pride, I was astounded by the sharpness of their percep- 
tion and the flexibility of their approach. My astonish- 
ment has long since changed to appreciation of the 
nurses’ talents, and I realize that our cooperative efforts 
in psychotherapy have benefited all of us. My own ex- 
perience leads me to recommend a program of this kind 
to other state hospitals that suffer from a chronic lack 
of psychotherapists. 


Have You Heard? 


TRAINING: Physicians everywhere are notorious for 
their poor handwriting. Being aware of the hazards of 
cacography, somebody has decided to do something 
about it. Mount Sinai Hospital in New York City is 
currently offering a course in penmanship for all medical 
and paramedical staff in collaboration with the Hand- 
writing Foundation of Washington, D. C. This is in the 
way of an experiment. The results of this project will be 
made available by the Handwriting Foundation and the 
hospital to educators and medical personnel throughout 
the country. 

The Western Mental Health Training and Research 
Council of WICHE has received a grant of more than 
$150,000 from the National Institute of Mental Health. 
This grant will support a three-year project to expand 
interstate training programs for staff of mental hospitals 
and schools for the mentally deficient. Three program 
elements will be involved: (1) Regional conferences on 
techniques of inservice training, administration, and 
therapeutic aspects of staff-patient relationships; (2) 
Visits of personnel to hospitals in neighboring states 
where outstanding projects are under way; (3) A re- 
gional education program on a continuing basis which 
will bring university teachers to the institutions to con- 
duct periodic workshops and training programs. 
REHABILITATION: The Massachusetts Association for 


Mental Health has been awarded $25,000 by the Federal 
Government for the first year of a three-year project and 
study on the employment of selected ex-mental hospital 
patients. About 20 per cent of discharged patients are 
unable to find or hold jobs; this study will attempt to 
determine whether these ex-patients are employable and, 
if so, whether employment will help them maintain their 
recovery. The project hopes to demonstrate that those 
who are successful in their work will have fewer relapses 
and shorter stays if they do return to the hospital. 
Priority in the selection of ex-patients will be given 
to those who have had long periods in mental hospitals; 
who have been hospitalized more than once; who have 
no families to return to; and to those with continuing 
emotional problems. The staff will include a psychol- 
ogist, a psychiatric social worker, and a psychiatric em- 
ployment specialist. Each person in the study will have 
one particular staff member with whom he will work and 
who will help him to achieve satisfactory rehabilitation. 
In addition to the service program, the project will 
collect information on the estimated cost of aftercare 
services, and the possibility of shortening hospitalization 
for long-term patients. Cooperating in the project, di- 
rected by Dr. Samuel Grob, are the State Department of 
Mental Health, the Center House Foundation, and the 
Massachusetts Rehabilitation Commission. 
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Design for Rehabilitation 


an Australia 


Since 1952, the state of Victoria in Australia has been 
reorganizing its Mental Health Services to provide a 
more effective treatment and rehabilitation framework 
for returning psychiatric patients to the community as 
soon as possible. The theory behind the program is that 
“there are no chronic illnesses, only chronic hospitals.” 

Victoria occupies the same latitude south as Kansas 
does north, and is similar to Kansas in size. Of its total 
population of 3,000,000, almost 1,800,000 live in the city 
of Melbourne. By constructing regional psychiatric units 
and adding rehabilitation wards to existing mental hos- 
pitals, Victoria seeks to: 


1) Make it possible for any person to obtain psychi- 
atric help within a reasonable distance of his home. 
Psychiatric units are being built in five rural areas, each 
with from 150,000 to 250,000 residents, and in four 
metropolitan divisions, each with a population of 400,000 
or more. The regional services will function as centers 
for early treatment and as headquarters for local com- 
munity psychiatric programs. 


2) Satisfy the psychiatric needs of a population 
which is increasing by 75,000 each year. 


3) Provide additional facilities to accommodate an 
excess of 2,000 patients in mental hospitals. 


By E. CUNNINGHAM DAX 


Chairman, Mental Health Authority 
Victoria, Australia 


CONCENTRATION ON REHABILITATION 


According to current professional opinion, inpatient 
care soon will be no more than an episode in the total 
treatment of patients, after which many will return to 
the community. However, present knowledge indicates 
that, inevitably, some patients’ behavior will make their 
departure from the hospital impossible. Others will be 
able to leave only if better hospital rehabilitation and 
broader community services are available; these are 
rehabilitation patients, traditionally described as “men- 
tal hospital” patients. 

There are two groups of rehabilitation patients: 
those who fail to recover with short-term care and are 
not well enough to live outside the hospital; and those 
now labeled as “chronically sick,” who have spent long 
periods in mental hospitals and have institutional dis- 
abilities superimposed on their original illnesses. These 
groups are divided arbitrarily by including in the second 
category only patients who have been hospitalized two 
years or more. 

Victoria is building three types of rehabilitation 
wards (referred to as A, B, and C) for both groups of 
patients. The design and function of the three wards 
ey the progressive improvement of patients by 

elping to regulate their treatment through environ- 
ment. A and B wards are being added to mental hos- 
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pital. where essential treatment services are already 
avai ble. Type C wards are being built in conjunction 
with the new regional psychiatric units to meet the 
neec of the least chronically ill patients in the first 
grou. Patients on these wards will not have been ex- 
pose. to “chronic” mental hospitals. 


WALD DESCRIPTIONS 


vype A—Designed in 1954. Eight of these 45-bed 
wards have been built at Larundel Hospital in the north- 
ern Melbourne suburbs. They are modifications of an 
earlicr plan which restricted them in design because the 
basic dimensions had already been determined. 

Some of the favorable features of the A ward are: 
inexpensive brick construction, good lighting, excellent 
offices for doctors and nurses, good day-room observa- 
tion, small dormitories, and several single bedrooms. 
However, Type A has the following drawbacks: lengthy 
construction period, two-story design, excessive corridor 
space, occupational rooms attached to the ward, 45 pa- 
tients being together in the dayroom without subdivi- 
sion, no division of bathing and washing blocks, poor 
facilities for group organization, long walks for staff from 
one part of the ward to another, and unsatisfactory com- 
munication facilities. 

Type B—Designed in 1955. In Victoria, a large num- 
ber of school buildings have been constructed of con- 
crete veneer. They consist of two 24-foot-wide build- 
ings, separated by a corridor eight feet wide. Because 
of the urgent need to alleviate overcrowding in the men- 
tal health department, B wards were constructed accord- 
ing to the basic design of the schools since many con- 
tractors were experienced in erecting the schools, and the 
materials were readily available. These 36-bed wards 
have some interesting features. All the plumbing is 
grouped in a central area on a concrete slab. One corri- 
dor runs the length of the building and another crosses 
it in the center; therefore, wards can be connected when 
placed end to end, or side by side. 

Twenty of these wards have been built so far and 
are very popular with staff and patients. The points in 
their favor are: simplicity of design, adequate dormi- 
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tory accommodations, sufficient fittings and plumbing ar- 
rangements, very easy maintenance, good accommoda- 
tions for staff, good observation, cross-communication 
with other wards, and inexpensive and rapid construc- 
tion. Their disadvantages are: low toilet-to-patient ra- 
tio, mass washing, no grouping within the dayrooms, no 
single rooms, no rooms suited to group discussions, high 
elevation from the ground, and too much glass to clean. 


Type C—Designed in 1959. The first four of these 
48-bed wards are being constructed as part of the re- 
gional center at Traralgon, in an industrial area 100 
miles from Melbourne. This design incorporated new 
principles because it was limited only by cost. The dor- 
mitories are in two-story buildings, and the dayrooms 
are single-story. C wards are constructed of steel and 
concrete, and have glass panels and aluminum frames. 


Patients in C wards will be more independent than 
those in other types, and will require greater self-gov- 
ernment. Instead of being exposed to a traditional men- 
tal hospital, they will pass through a new psychiatric 
unit on the way to the rehabilitation wards, and will be 
conditioned to living in small groups. 

C wards are easily converted to use for both sexes; 
the males sleep on the second floor and females on the 
first. Cloak rooms, toilets, and laundries can be divided 
between the sexes. The wards provide discussion and 
meeting areas, bathing facilities, cafeteria, general work- 
shops, single rooms, minimal corridors, and laundry and 
washing areas. Ward space allows for one patient to a 
cubicle, six patients to a washing area, twelve in a dor- 
mitory unit, and sixteen in a dayroom (space for 48 is 
divided into three areas). 

The wards will give the patients greater freedom 
and less “hospitalization,” and also a better opportuni- 
ty for organized group living. In general, they are 
designed to protect the patients’ privacy as much as 
possible; the patient-to-toilet, -bath, and -shower ratios 
are lower than in A or B wards, and there is more dormi- 
tory and dayroom area per patient. Yet, the cost per 
bed is the lowest of the three, because of economy of 
construction. 


Type C wards should show whether real progress 


Type A Ward, of two-story brick con- 
struction, accommodates 45 patients. 
It is one of three kinds of rehabili- 
tation wards being built in Victoria. 
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can be made by planning a building which requires its 
occupants to have responsibility, freedom, and a pro- 
gressive plan of group living. The staff may find it 
difficult to adjust at first, particularly if they have been 
trained in conventional mental hospitals, but a full ex- 
planation of the reasons for constructing the buildings 
should help to insure the wards’ proper use. 

The essential principles of psychiatric rehabilitation 
for inpatients on which these three wards are based are: 


A) Treatment 


For rehabilitating patients, treatment needs to be 
directed more toward adjustment to or elimination of 
symptoms than to recovery. Much of the psychother- 
apy will follow simple group methods; physical treat- 
ment by drugs and other procedures will be used pri- 
marily to aid rehabilitation. 

Therefore, the doctors’ and ward sisters’ rooms in a 
rehabilitation ward should be large enough to interview 
a number of people at once, whether patients or staff. 
An adjacent clinic is also essential for examinations; 
physical treatment; and storage of drugs, records, and 
apparatus. 

The sisters’ room should provide good observation 
and be easily accessible to patients. It can be used for 
clinical work, interviewing patients, and staff communi- 
cation and training. This room should be separate from 
the sisters’ staff offices and retiring rooms. 

The dayroom should be divisible into areas suitable 
for group meetings, varied according to therapeutic re- 
quirements. Folding doors, movable furnishings, and 
groups of lights controlled by different switches assist 
in making such subdivisions. 


B) Industrial Rehabilitation 


In Type A wards this is done partly on the prem- 
ises; in Types B and C it takes place in separate, occu- 
pational or industrial centers. The design and organi- 
zation of these activity centers, wherever they are, 
should approximate a typical factory for light assembly 
work. Provision and storage of proper work clothing is 
necessary, and adequate bathing and laundry facilities 
should be on the wards. 


C) Resocialization 


Ward design must emphasize this most important 
of nursing activities in rehabilitation. Most patients have 
social problems, whether in relation to their families, 
neighbors, or co-workers. 

It is remarkable that so many seriously ill people 
manage to live and work in the community while others 
who are comparatively mildly ill are forced by opinion 
to be in the hospital. Sick people seem to be tolerated 
in the community if they have some hypothetical socia- 
bility factor, and are ostracized if they lose it. Perhaps 
it would be wiser to try to find this “community factor” 
in the treatment of long-term patients than to concen- 
trate upon the removal of their symptoms. Patients 
often can acquire this factor in a therapeutic community 
where people are encouraged to live together in groups. 
Here they learn to help each other, are wanted, respect- 
ed as individuals, and feel they belong to a group whose 
mutual aim is recovery. 

Therefore, these wards must be designed primarily 
for group organization and living. They should provide 
for individual privacy, although they contain small 
groups of from four to twelve people. The word unit is 
formed by a number of these groups, but within it there 
also will be smaller groupings of patients who have com- 
mon interests. 

In this respect the World Health Organization 
states, “To develop his relationship with his environment 
every effort should be made to enable the patient to 
develop from isolation to community life, from a com- 
plete dependency to independence, and from restriction 
to freedom.” 


D) Freedom 


Experience shows that it is easier to give patients 
freedom if they start their treatment in open wards. If 
certain safeguards are adopted, it may be assumed that 
the better the wards, the better they will be kept; the 
larger the windows, ‘the less likely they are to be 
smashed, etc. 

This does not mean that precautions can be com- 
pletely ignored. Patients still hang themselves in lava- 
tories, have homosexual and heterosexual relationships, 


Design of Type B Ward follows that 
of concrete-veneer school buildings 
which are popular in Victoria. The 
ward houses 36 patients on one floor. 
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scald t -mselves, raid the medicine cupboards, have fits, 


becom eluded about one another, or interfere with the 
public yeace. So it is desirable to have head-high 
} Javator s, bathroom walls, and doors; regulated water 
temper ure; modified central air heating and cooling 
instead of open fireplaces; large-size observation panels 
to sing rooms; walls glazed above shoulder height; and 
outside Joors that can be locked at night. 
E) Rei. ’n to the Community 


Th: community rehabilitation of patients is more 
success.ul where there is public interest, understanding, 
and as..istance in their reintegration into the world out- 
side tie hospital. The community, therefore, should 
mainta‘n contact with the hospitals wherever possible, 
especi« ‘ly where a new unit is being built. 

Sixce visitors usually prefer to see patients in the 
common rooms such as the library, hall, or cafeteria, 
visiting rooms have not been included in any of the de- 
signs. Keeping the public away from the wards by 
shunting them into visitors’ rooms only adds to their 
fears and preserves the “mystery” of mental treatment. 
However, provisions should be made for patients to have 
visitors on the wards, if need be, without interfering 
with the other occupants’ privacy. Here again, movable 
furniture is of value, and small kitchens should be avail- 
able for such entertaining. 


VIEWPOINTS ON DESIGN 


All wards are limited in their design by the view- 
points of interested people: the government authority 
financing the hospitals, the public, the psychiatrists, the 
staff, the architects, and the patients. The patients are 
named last because while all the planning is done for 
their benefit and the wards are designed to rehabilitate 
them, the best of aims may directly oppose their wishes. 
Planners can only hope that their faith in themselves to 
impose a structure and a way of life on the patients for 
their own good is not entirely misguided. 

The government is interested in the cost, mainte- 
nance, and permanence of the buildings; flexibility of de- 
sign; and number of staff needed to run them. 
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Public reaction to a new hospital is apt to be an- 
tagonistic unless people in the neighborhood are care- 
fully prepared for the advent of a hospital designed to 
give considerable freedom to patients. Publicity helps 
the local community to identify with the hospital and 
its purpose. 

Psychiatrists must explain to the architect what sort 
of patients they are going to have, how they plan to 
treat them, and how the building can best serve their 
purposes. A good design will promote an orderly and 
constructive way of living and contribute towards the 
formation of the therapeutic community. 

The architect draws his plans to meet the needs of 
the people concerned, but he needs full information and 
cooperation to produce the best results. This necessi- 
tates frequent meetings between the psychiatrist and 
architect, who must work closely together. The plans 
should then be considered by and modified according 
to the requirements of the other people concerned in 
the patients’ treatment. Then they should be reviewed 
and discussed by all parties concerned. 

The nursing staff needs clinical stations; security 
cupboards for drugs; provisions for clean and soiled 
linen; adequate lighting, heating and water; —— 
devices; and their own toilets and lockers. The war 
design should reduce the distance nurses have to walk, 
and offer good though unobtrusive observation through- 
out the ward. Staff anxiety is reduced by providing for 
the safety of ward stock, and by avoiding irritating frus- 
trations because of faulty ward design. 

In the final analysis, patients are in the hospital to 
be rehabilitated, not to find a home away from home. 
Yet at the same time, it is not difficult to remove objec- 
tionable features in their lives if the wards are organized 
for therapeutic purposes. For instance, most patients 
resent lack of privacy, noise, institutional cooking and 
feeding arrangements, sparseness of washing and toilet 
facilities, smells, community bathrooms, and lack of per- 
sonal lockers and wardrobes, which are all too often a 
part of institutional life. Over-concentration of people, 
long corridors, and locked doors—these are all matters 
of dissatisfaction which can be remedied for the purpose 
of rehabilitation. 


Side view illustrates central corri- 
dor which conveniently separates B 
Ward into two buildings. Flexible 
facilities please staff and patients. 
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REVIEWS & COMMENTARY 


BOOK 
REVIEWS 


Last month we reviewed two of four films which 
comprise a new series issued under the general title, 
THE DISORDERED MIND. These two films depicted 
a psychosomatic condition and a psychotic depression. 
The remaining two films, reviewed below, deal with a 
case of pathological anxiety and a psychopath. The 
series was produced by Robert Anderson, with H. E. 
Lehmann, M.D., serving as consultant. Originally shown 
on Canadian television in 1960, these films are now avail- 
able in 16mm. Purchase and rental information may be 
obtained by writing to the distributor: International Film 
Bureau, 332 South Michigan Avenue, Chicago 4, Illinois. 


Three who help to shed 
light on the workings of 
“The Disordered Mind” 
are (from left) Robert 
Anderson, moderator for 
the series, and two 
Canadian psychiatrists, 
Nathan B. Epstein, M.D., 
and H.B. Durost, M.D. 


A PATHOLOGICAL ANXIETY (black and white, 30 
minutes) Produced by Robert Anderson Associates, Ltd. 


To mtustraTE the nature of the psychoneuroses, this 
film presents the case of an office worker whose emo- 
tional disorder went unnoticed for a long time until one 
day he found himself unable to leave the house and go 
to work. For three years, his feelings of terror and panic 
prevented him from leading a normal life. As we watch 
the patient in a series of interviews with his psychiatrist, 
A. M. Marcus, M.D., we hear him describe his attempts 
to “bottle up” his feelings of rage because he fears he 
might suddenly give in to “sudden impulses” to lash out 
at other people. These psychiatric interviewing se- 
quences are especially interesting because this patient is 
highly articulate; as his psychiatrist points out, he sets 
up a screen of words to hide the feelings he fears. 
Psychiatric comment on this case is provided by 
Nathan B. Epstein, M.D., who does an excellent job of 
explaining the workings of the unconscious mind and 
other factors relating to the anxiety disability. He points 
out that this patient has withdrawn, on a symbolic level, 
to an infantile state because he could not handle his 
feelings of hostility. Healthy people learn how to handle 
and control the urge to rage—an urge that is basic in 
everyone but is curbed by society’s taboos. In this pa- 
tient, his fear of “losing control” was a distortion, and his 


efforts to suppress his hostile feelings resulted in an al- 
most complete withdrawal from life. 

Like the other three films in this interesting new 
series, “A Pathological Anxiety” could be shown to the 
general public. Unlike the others, it would probably not 
be a good film to be followed by a discussion. It con- 
tains so much loaded content that a discussion leader 
would have to be very skillful to keep the discussion with- 
in bounds. This film could, however, be followed by a 
speech by a psychiatrist exploring other aspects of the 
problem of acute anxiety. Probably its best use will be 
with medical, nursing, and social work students, although 
professional staffs of mental hospitals would also find it 
an absorbing half-hour. 


. A PSYCHOPATH (black and white, 30 minutes) 


Wuat Makes a highly intelligent young man, with a 
charming manner and persuasive personality, commit a 
burglary and then brag about it so that capture is in- 
evitable? One answer is that he may be a psychopath, 
constitutionally unable to distinguish right from wrong. 
Mr. Anderson reconstructs one such case through a series 
of fascinating interviews with the patient himself, with 
a detective, with the director of a rehabilitation service, 
with the deputy warden of a federal training center, and 
—most revealing of all—with the psychiatrist. 

The patient recounts his eventful career on the 
fringe of “respectable” society in a somewhat smug 
though disarming way. As his psychiatrist, H. B. Durost, 
M.D., points out he appears to know all about himself, 
yet he does not really have any insight into his difficul- 
ties. Like many psychopaths, this patient has a flair for 
histrionics—to judge from the obvious relish with which 
he describes his adventures. In explaining the “why” of 
the psychopathic personality, Dr. Durost advances the 


idea that psychopaths are basically irresponsible people [ 


who in childhood did not have the opportunity to es- 
tablish meaningful relationships with others. He likens 
the emotional instability in such people to the condi- 
tion of cerebral palsy in childhood. Despite a certain 
amount of training, the condition will always be there. 
The prognosis is very doubtful because of the lack of 
adequate treatment facilities, as well as a lack of knowl- 
edge. Society must protect itself from such persons, but 
where do they belong, in a mental hospital or in a 
prison? Psychopaths are usually shuttled back and forth 
between police and psychiatrists without anything being 
done for them. The disquieting conclusion is that there 
are still many psychopaths, in many walks of life, who 
have not been apprehended for any crime and who are 
perhaps unaware of their tendencies. 

There are many remarkable things about all four of 
these films. The technique of presenting the material 
through brief discussions between the patients and their 
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psychi atrists, with additional psychiatric commentary 
suppli d for further enlightenment, is immeasurably more 
effect’.e than any dramatization could possibly be. One 
is alw: ys aware that this is the “real thing,” although, of 
course there must have been a certain amount of staging 
since :1e patients were conscious that they were being 
photo: :aphed. All four cases are interesting per se as 
well «- being perfectly illustrative of the four different 
kinds of mental illness discussed in the films. Because of 
the seusitive way in which the psychiatric interviewing 
scenes are handled, these films would be valuable train- 
ing aiis for students in any medical or psychiatric train- 
ing center. They would also be useful in programs of 
education with various “publics” in the community. The 
last film, “A Psychopath,” would be especially valuable 
for action groups to use in community campaigns for 
more psychiatric services to work with civil authorities 
in cases where crimes are committed by mentally dis- 
turbed persons. 


JACK NEHER 
Mental Health Materials Center 


BOOK 
REVIEW 


MENTAL RETARDATION—PROCEEDINGS OF THE 
FIRST INTERNATIONAL MEDICAL CONFERENCE 
AT PORTLAND, MAINE-edited by Peter W. Bowman, 
M.D., and Hans V. Mautner, M.D., New York, Grune & 
Stratton, 1960, 530 pages, $12.50. 


This volume contains in full the So papers presented at 
the First International Medical Conference on Mental 
Retardation in July, 1959. It is divided into five parts 
to conform to the program of the conference, includes 
a summary of discussion highlights, and is profusely 
illustrated. 

Part one consists of six papers on developmental, 
experimental, anatomical, and physiological background 
information; part two, eight papers on various aspects 
of developmental brain damage due to injury, infections, 
biochemical errors, etc.; part three, ten papers on neuro- 
chemistry; part four, nine papers from the standpoint of 
clinical neurology; and part five, five papers from the 
standpoint of clinical psychiatry. 

A reviewer cannot do justice to such rich material 
when forced by limited space to select only papers of 
unusual interest for comment. This selective process, 
however, does not reflect negatively on the caliber and 
importance of papers which are not mentioned here; all 
are valuable and worthy of attention. 

The book contains many fine contributions concern- 
ing the basic sciences. The opening paper, “Anatomy of 
the Human Brain and the Problem of Mental Retarda- 
tion,” by Paul I. Yakovlev, M.D. (Harvard), is particu- 
larly thought-provoking. This. dynamic approach to 
developing mental neuroanatomy will lead to new ways 
of investigating the unknown. David Yi-Yung Hsia, M.D. 
(Northwestern University), contributed an excellent 
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report on “Enzyme and Mental Deficiency.” 

In part two, the most important articles, in this re- 
viewer's opinion, are “Complications of Pregnancy and 
Mental Deficiency,” by Hilda Knobloch, M.D., and Ben- 
jamin Pasamanick, M.D. (both from Ohio State Univer- 
sity ); and two papers dealing with infection and its role 
in the field of mental retardation—one by Hans Asperger, 
M.D. (University of Innsbruck, Austria), and the other 
by J. Sutter, M.D. (University of Alger, France). 

The third part deals with a variety of problems in 
neurochemistry, and the influence of biochemical errors 
on brain development. Readers looking for practical, 
tangible information on the status of progress in this 
field will benefit from the clear, concise, and objective 
report, “The Dietary Treatment of Phenylketonuria— 
Experiences During the Past 9 Years,” by H. Bickel, 
M.D., and W. Grueter (both from the University of Mar- 
burg, Germany). 

In part four, there is an excellent summary on mon- 
golism by Clemens E. Benda, M.D. (Walter Fernald 
State School, Mass.), who is a well-known authority in 
this field. This is a thorough, careful report of the au- 
thor’s investigations. There are two other exciting papers 
in this section. One is by Paul E. Polani (Guy's Hospital, 
London), on “Chromosomal Factors in Certain Types of 
Educational Subnormality.” He reports on the break- 
through in our knowledge of chromosome disturbances, 
and summarizes what is known about them, referring to 
important discoveries, such as those made by co-workers 
in England, and by Lejeune and his collaborators in 
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Each 4-oz. serving contains more .° 
than 70 milligrams of Vitamin C. |-° 


/ Nothing to add but water . 
High Nutrition—Low Acidity 


So easy to prepare! A 2-lb. 
vacuum-packed tin of the 
new Lasco Orange Break- 
fast Drink Granules 
and 2 gallons of water 
make 69 four-ounce 
servings ... deli- 
cious, nutritious 
and economical! 
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FROTHY 
GRANULES 


—in 15 delicious flavors (Orange, 
. Lemon, Lime, Grape, Pink Lemon, 
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* An 8-oz. serving contains 30 milligrams 
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* makes 7 gallons of beverage for less than 
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France. The other equally intriguing contribution is 
“Infants’ Vocalizations and Their Significance,” by Sam- 
uel Karelitz, M.D., Ruth Karelitz, and Laura Rosenfeld, 
M.A. (Department of Pediatrics, Long Island Jewish 
Hospital). However, the reader may not grasp the 
paper's full significance since he cannot hear the sound 
recordings and tapes which accompanied its presentation 
at the conference. 

In part five, papers by Lauretta Bender, M.D. (N. Y. 
State Department of Mental Hygiene) and Clemens 
Benda, on childhood schizophrenia, are most interesting. 
The authors summarize our present knowledge of this 
subject and controversial theories concerning it. P. H. 
Gates, M.D. (J. J. Putnam Children’s Center, Boston), 
reports on “Etiology and Treatment of Atypical Develop- 
ment in Children.” G. E. Gardner, M. D. (Harvard), 
presents his ideas on “Mental Retardation as Part of the 
Training Program in Child Psychiatry,” and Hans Asper- 
ger, M.D., discusses “Behavior Problems and Mental 


Retardation.” Gardner's thoughts regarding training for 
child psychiatry should be brought to the attention of 
all training directors of psychiatric residency programs, 
Perhaps they will induce more child psychiatrists to 
demonstrate.their interests in this field at a future con- 
ference. 

The medical profession is to be commended for ex- 
pressing interest in mental retardation by arranging and 
attending this first international congress, organized so 
capably by Peter Powman and his associates. The second 
international cong:ess will take place in August 1961 in 
Vienna. 

Meanwhile, the proceedings of the first conference 
should be required reading for anyone interested in 
mental retardation. Those engaged in psychiatry and 
allied disciplines, who have heard at one time or another 


that such a problem exists, should lose no time in ac. | 


quainting themselves with the contents of this book. 
BENEDICT NAGLER, M.D. 


| 


ORSSSES 


CURRENT 
STUDY 


This column lists reports on investi- 
gations of interest to mental hospital 
personnel. Authors have agreed to 
make copies of this paper available, 
and requests should be sent to them 


CLASSIC, NORMAL-LIFE STYLES, SPECIFICALLY 
DESIGNED FOR INSTITUTIONAL REQUIREMENTS 


Tested, tested, tested, tested! Tested to the point of perfec- 
tion. That's the background of our new “450 Range” Lady Karoll 
4% ounce twill dresses. From fabric to pattern, from design to 
construction, months of painstaking experiments have made these 
dresses the finest of their kind. They have not only been approved by 
executives of leading institutions, whose advice was essential, but 
tested by patients themselves! 


Testing typifies the Karoll policy of offering a product only 
after it has proven successful. In Lady Karoll dresses we've even 
included a washable, sanforized label for the patient's name and loca- 
tion — with ample room for any changes. Lady Karoll dresses are 
mercerized, sanforized, guaranteed washable and color fast — even 
the belts! Buttons, too, are wear resistant but will be replaced if 
necessary. All seams super lock stitched with no raw edges; hems 
single lock stitched. Lady Karoll dresses are the finest garments of 
their kind ever created — and available for immediate delivery! 


directly, with 25¢ for postage and 
handling (unless otherwise  indi- 
cated). The editor wishes to point 
out that this study has not been eval- 
uated by the A.P.A. 


EXAMINATION FOR STATE LI- 
CENSURE TO PRACTICE NURS- 
ING. Published by the American 
Nurses’ Association, and developed by 
the Subcommittee to Study all the 
Various Aspects Relating to the State 
Board Test Pool Examination, this 
brochure gives authentic information 
regarding licensure to practice nurs- 
ing. It explains why licensure is 
necessary and what the nurse gains 
from it, how the board of nursing 
functions as a unit of state govern- 
ment, and what its responsibilities are. 
Details are given on the method of 
preparing and administering the State 
Board Test Pool Examination. The 
process of interstate licensure is de- 
scribed, and information is given re- 
garding licensure of nurses from other 
countries. Names and addresses of all 
boards of nursing are listed. Copies 
of this booklet may be obtained from 
the A.N.A., 10 Columbus Circle, New 
York 19, N. Y., at a cost of 5¢ each for 
quantities of 1-50; 4¢ for 51-100; 3¢ 
for over 100 copies. 
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Diapar ene ANTI-BACTERIAL PREPARATIONS 


raise everybody’s morale by reducing bedsores and odd 


You can prevent the worst effects of incontinence, and improve the morale of both 
personnel and patients with a regimen of DIAPARENE Anti-bacterial Preparations. 
You’ll find that unpleasant odors diminish, skin excoriations and bedsores heal. Shov- 
lain et al.* reported healing of these disorders and marked reduction in ward odors 
when DIAPARENE Preparations were used in a group of 260 incontinent patients. 
DIAPARENE Preparations contain an antibacterial concentration of the safe antiseptic 
methylbenzthonium chloride. Used on bedclothes, garments, and the patient’s skin, 
they inhibit the action of urea-splitting bacteria which release excoriating, odorous. 
ammonia. 


For prophylaxis and treatment of Ammonia Dermatitis, Ulceration, and Bedsores 


Diaparene Antiseptic Surgical Solution should be added to the final rinse of all linens 
for incontinent patients. 


Diaparene Anti-bacterial Powder should be dusted on irritated areas, giving par- 
ticular attention to pressure points. Dust freely on bed linens. 


Diaparene Anti-bacterial Ointment (Water-miscible) promotes rapid healing of am- 
monia dermatitis by. combined emollient and anti-infective action. 


Diaparene Anti-bacterial Peri-Anal® Creme (Water-repellent) provides a barrier 
against irritations. Aids healing in decubitus ulcers and dermatoses caused by fecal 
incontinence. 


For information on the use of DIAPARENE for bedridden and incontinent patients, 
write to: 


| Diaparene Products Division, Breon Laboratories Inc., New York 18, N. Y. 
Fx Subsidiary of Sterling Drug Ine. 


*Shovlain, F. E.; Brown, R. W.; Delaney, G. A.;-and Lelli, F. P.: Hospitals 33:61 (June 1) 1959. 
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Now life is bett h 
etter than alcohol e 
Sti 
— 


In th: acute alcoholic: to “reduce cerebral 
excit:tion and excessive psychomotor 
activ iy. ... We have used SPARINE 
exten ively and feel that it gives the best 
resulis.””! 


In th: chronic alcoholic: during rehabilita- 
tion “(SPARINE] was administered to 
block the overflow of tension from the 
thought processes to the physical sys- 
tem.’ Ina two-year study (231 patients), 
54 per cent improved under a chemo- 
psychotherapeutic program. When fail- 
ures occurred, they ‘almost invariably 
followed cessation of |Sparine] medica- 
tion and abandonment of group meetings.” 


1. Rappaport, J.: Cur. M. Dig. 25:57-62 (Nov.) 
1958. 2. Fox, V., and Smith, M.A.: Quart. J. 
Stud. Alcohol. 20:767-780 (Dec.) 1959. 


INJE TABLETS 


Sparine 


HYDROCHLORIDE 


»mazine Hydrochloride, Wyeti 


SYRUP 


Wy Laboratorie Philadelphia 1, Pa 


Detailed Information on 


SPARINE 


Promazine Hydrochloride 


SPaRINE is effective in the management of alcohol-induced syn- 
dromes, such as delirium tremens, acute hallucinosis, acute tremu- 
lousness and inebriation, as well as the withdrawal symptoms of 
drug addiction. Sparing effectively controls central nervous system 
excitation, allays apprehension and anxiety, calms the agitated 
patient and is a useful adjunct to the management of mental and 
emotional disturbances. Both acute and chronic psychiatric illnesses. 
respond to Sparing therapy. SPARINE has been found to be useful in 
the management of nausea and vomiting of either central nervous 
system or gastric reflex origin. SpARINE effectively facilitates the 
action of analgesics and central nervous system depressants. 


SPARINE may be used as an aid in diagnostic and therapeutic 
regimens. Such nonspecific symptoms as anxiety, pain, vomiting, 
nausea and hiccups frequently make more difficult both diagnosis 
and therapy of organic disease. SPARINE allays such symptoms with- 
out masking physical, neurological or laboratory findings. 


DIRECTIONS. For maximal therapeutic benefit the amount, 
route of administration and frequency of dose should be governed 
by the severity of the condition treated and the response of the 
patient. Oral administration should be used whenever possible, but 
when nausea, vomiting or lack of cooperation is evident, SPARINE 
should be given intravenously or intramuscularly. SPARINE wher 
used intravenously should not exceed a concentration of 25 mg. per cc.; 
injection should be given slowly. Dilute 50 mg. per cc. concentration 
with equivalent volume of physiological saline before I.V. use. 
Avoid injection around or into the wall of the vein. 


Alcoholism, other Mental and Emotional Disturbances. In the manage- 
ment of agitated patients, Sparine should be given I.V. in initial 
doses of 50 to 150 mg. If the desired calming effect is not apparent 
within 5 to 10 minutes, additional doses up to a total of 300 mg. 
may be given. Once the desired effect is obtained, SPARINE may then 
be given I.M. or orally in maintenance doses of 10 tu 200 mg. at 
4 to 6 hour intervals. Jn less severe disturbances, initial oral therapy 
may be satisfactory. When tablet medication is unsuitable or 
refused, Spartne Syrup may be used. IN THE ACUTELY IN- 
EBRIATED PATIENT the initial dose should not exceed 50 mg. 
to avoid further depressant effect of alcohol. 


As an Antiemetic. Usual dose is 25 to 50 mg. repeated at 4 to 6 
hour intervals. When oral route is not feasible, 50 mg. I.V. or I.M. 
will usually control the symptom, but oral medication should be 
initiated as soon as feasible. 


PRECAUTIONS. Although rare, drowsiness, dizziness and trans- 
itory postural hypotension may occur. If a vasopressor drug is 
indicated, norepinephrine is recommended since SPARINE reverses 
the effect of epinephrine. Agranulocytosis has been reported in only 
18 cases in about 3!4 million patients. If, however, signs of cellular 
depression—sore throat, fever, malaise—become evident, discon- 
tinue SPARINE, check white blood cell count, and initiate antibiotic 
and other suitable therapy if indicated. Seizures, reported as occur- 
ring during Sparing therapy, occur usually with rapid large increases 
in dose and at a daily dosage above 1 Gm. Caution must be exer- 
cised when administering SPARINE to patients with a history of 
epilepsy. Avoid perivascular extravasation or intra-arterial injection, 
as severe chemical irritation or inflammatory response may result. 
Because of its facilitating action on analgesics and central nervous 
system depressants, give them in reduced dosage with Sparing. Do 
not use in comatose states due to central nervous system depressants. 
(alcohol, barbiturates, opiates, etc.). Use with caution in patients 
with cerebral arteriosclerosis, coronary heart disease, or other con- 
ditions where a drop in blood pressure may be undesirable. 


For further information on prescribing and administering 
SPARINE see descriptive literature, available on request. 
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NEWS es NOTES 


Senate Subcommittee Scrutinizes Patients’ 
Constitutional Rights 


A PERSON WHO HAS BEEN COMMITTED to a mental hospital because he is in need 
of treatment has a constitutional right to receive such treatment, said Dr. Morton 
Birnbaum, a general practitioner and an attorney of New York City, testifying 
in March before the U. S. Senate Subcommittee on Constitutional Rights. A person 


QUARTERLY CALENDAR 


A.P.A. ANNUAL MEETINGS 
1961 May 8-12, Morrison Hotel, Chicago, Ill. (117th) 
1962 May 7-11, Royal York Hotel, Toronto, Canada (118th) 
1963 May 13-17, Ambassador Hotel, Los Angeles, Cal. (119th) 


A.P.A. MENTAL HOSPITAL INSTITUTES 


1961 Oct. 16-19, Sheraton-Fontenelle Hotel, Omaha, Neb. (13th) 
1962 Sept. 25-27, Americana Hotel, Miami Beach, Fla. (14th) 
1963 Sept. 23-26, Sheraton-Gibson Hotel, Cincinnati, Ohio (15th) 
1964 Sept. 28-Oct. 1, Hotel America, Boston, Mass. (16th) 


OTHER PROFESSIONAL MEETINGS 


NATIONAL ASSOCIATION OF STATE MENTAL HEALTH PROGRAM DiREcTors, An- 
nual Meeting, May 12, Morrison Hotel, Chicage IIl. 

CANADIAN PsycHIATRIC AssociATION, Annual Meetir z, June 4-10, Queen Eliza- 
beth Hotel, Montreal. 

Wortp Concress or Psycuiatry, June 4-10, Queen Elizabeth Hotel, Montreal. 
(Inq. Allan Memorial Institute, 1025 Pine Ave. West, Montreal 2, P.Q.) 

Society oF BroLocicaL Psycuiatry, Annual Convention & Scientific Program, 
June 9-11, Claridge Hotel, Atlantic City, N. J. 

American Geriatrics Society, Annual Meeting, June 22-23, The Waldorf- 
Astoria, New York City. (Ing. Dr. R. J. Kramer, Sec., 2907 Post Rd., 
Warwick, R. I.) 

AmerIcAN Mepicat Association, Annual Meeting, June 26-30, New York City. 

INTERNATIONAL MEpIcAL CONFERENCE ON MENTAL RETARDATION, early July, 
Vienna, Austria. (Ing. Dr. Ella Yanger, Div. Maternal & Child Health, 
State House, Augusta, Maine.) 

Royat Mepico-PsycHoLocicaL Assoc taTIoN, Annual Meeting, July 4-7, Bel- 
fast, Northern Ireland. 

AMERICAN ASSOCIATION FOR REHABILITATION THERAPY, Annual Meeting, Sci- 
entific and Clinical Conference, July 10-14, Indiana Univ. Medical Center 
and Sheraton-Lincoln Hotel, Indianapolis, Ind. 

INTERNATIONAL PsycHO-ANALYTICAL AssOcIATION, Congress, July 30-August 3, 
Edinburgh, Scotland. (Inq. Hon. Sec., 37 Albion St., Hyde Park, London, 
England. ) 

INTERNATIONAL CONGRESS OF PsYCHOTHERAPY, August 21-26, Vienna, Austria. 
(Ing. Dr. W. Speil, Lazarettgasse 14, Vienna 9, Austria.) 

INTERNATIONAL CONGRESS OF Group PsYCHOTHERAPY, August 24-27, Paris, 
France. (Ing. Dr. W. J. Warner, P.O. Box 819, Grand Central Sta., New 
York 17, N. Y.) 

Wortp FeperatTion ror Mentat HEATH, International Congress on Mental 
Health, August 30- September 5, Paris, France. (Ing. Secretary General, 
WFMH, 19 Manchester Street, London W.1, England.) 

AMERICAN PsycHOLocicaL AssociaTION, Annual Convention, August 30-Sep- 
tember 6, New York, N. Y. 


who has been robbed of his liberty solely 
because he is mentally ill is entitled to 
receive adequate medical care so that he 
may regain his health, and therefore 
his liberty, as soon as possible. 

“. . the courts must be prepared to 
hold that if an inmate is being kept in 
a mental institution against his will,” 
continued Dr. Birnbaum’s testimony, 
“he must be given proper medical treat- 
ment or else . . . obtain his release at 
will in spite of the existence or severity 
of his mental illness. If an inmate were 
to apply for a writ of habeas corpus to 
obtain his release, among the issues that 
he could raise . . . could be the ques. 
tions of whether or not the formal pro- 
cedures . . . were complied with ... 
whether or not he is sufficiently mental- 
ly ill to require institutionalization and 
whether or not he is being given ade 
quate treatment for his mental ill 

When the late Senator Thomas C. 
Hennings, Jr. (D., Mo.) then chair. 
man of the subcommittee, announced 
the hearings, he stated that the task was 
to determine the extent to which the 
constitutional rights of mentally-ill per- 
sons, including the right to due process, 
are being observed under present-day 
statutes and legal procedures. 

More than 20 witnesses testified, 


some representing organizations, while F 


others appeared simply as_ interested 
citizens. Among those appearing were 
Drs. Francis J. Braceland and Jack R. 
Ewalt, representing the A.P.A.; Drs. 
Lauren H. Smith and Zigmond Leben- 
sohn, representing the A.M.A. Council 
on Mental Health; Dr. John J. Blasko, 
representing the Veterans Administra 
tion; as well as Drs. Winfred Overhol- 
ser, Manfred Guttmacher, Thomas 
Szasz, C. H. Farrell, Eugene Hargrove; 
Judge Stephen S. Chandler, Okla, 
Chairman of the American Bar Found: 
tion’s Committee on Procedures in Hos 
pitalization and Discharge of the Men- 
tally Ill.; Judge John Biggs, Jr., of the 


_ U.S. Court of Appeals, testified for the 


American Bar Association. 
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“It would be a great boon to the ad- 
vancement of the treatment and care of 
the mentally ill in America if some na- 
tional influence could be brought to 
bear that would encourage the states to 
develo, more uniform laws that more 
nearly reflect the medical view of a citi- 
zen’s right to treatment,” read part of 
the testimony of Drs. Ewalt and Brace- 
land. They went on to quote a state- 
ment made in 1869 by Dr. Isaac Ray: 


“In the first place put no hindrance 
in the way to prompt use of those in- 
strumentalities which are regarded as 
the most effectual in promoting the com- 
fort and restoration of the patient. Sec- 
ondly, it should spare all unnecessary 
exposure of private troubles and all un- 
necessary conflict with popular preju- 
dices. Thirdly, it should protect indi- 
viduals from wrongful imprisonment. 
It would be objection enough to any 
legal provision that it failed to secure 
these objects in the completest possible 
manner.” 

One of the few points upon which 
most witnesses agreed was that it is 
never desirable to detain a disturbed 
person even briefly in a jail. If no psy- 
chiatric facilities are available, some 
other alternative must be found, and 
immediate steps taken to provide the 
necessary facility. There was a good 
deal of discussion as to whether the use 
of police and police vehicles to take a 
patient to the hospital is appropriate; 
who, other than a psychiatrist, is quali- 
fied to sign or execute a certificate of 
commitment; and whether it is better to 
commit a patient to the hospital for a 
definite or an indefinite period. 

Occasionally, it seemed that the pa- 
tient’s constitutional rights were actual- 
ly in conflict with his medical needs. 
The concensus of legal opinion, for in- 
stance, was that the patient has a right 
to receive notice of a pending commit- 
ment proceedings, while some psychia- 
trists considered this could have a trau- 
matic effect upon a mentally disturbed 
person. Witnesses were in general 
agreement, however, that neither the pa- 
tient’s mental condition nor whether he 
attends the proceedings should preju- 
dice his constitutional right to have le- 
gal counsel at a judicial hearing con- 
cerning his commitment or release. 


Ray, Isaac: Confinement of the Insane, 
American Law Review 3:208 (Jan.) 
1869. 


The question of the “constitutional 
right” of a patient to be treated if he 
has been committed to a hospital on ac- 
count of mental illness was debated. A 
suggestion was made that this “right” 
might be tested by a suit. 

The ever-thorny problem of privil- 
eged communication between doctor 
and patient was raised, as well as that 
of the hospital patient’s right to receive 
and make telephone calls and to receive 
and write letters without restriction. 

Coming as they did at a time when 
the recommendations of the Joint Com- 
mission on Mental Health and Illness 
are before Congress, and when ACTION 
FOR MENTAL HEALTH, as the report 
is called, has been placed on the book- 
stalls, these hearings are of vital inter- 
est. One of the recommendations of the 
Joint Commission is that an expert com- 
mittee should assist in bringing about 
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changes in state laws to ensure that pa- 
tients receive treatment as well as care, 
and that voluntary admission become 
the preferred method. Senator Sam. J. 
Ervin (D., N. C.) the present Chairman 
of the subcommittee, expressed the hope 
that as a result of these hearings model 
laws would be enacted for the District 
of Columbia. There is no doubt but 
that laws enacted for federal jurisdic- 
tions would have great influence over 
future state legislation. 


Attention, Canadian Subscribers! 


The Canadian Film Institute is now 
making available the popular film Natu- 
ral History of Psychotic Illness in Child- 
hood for a rental fee of $7. Those inter- 
ested should write to the Canadian Film 
Institute, 1762 Carling Avenue, Ottawa 
3, Ontario. 


Business Administrators Meet 


RICHMOND, INDIANA, April 4—The 
board of governors of the American 
Society of Mental Hospital Administra- 
tors held their annual spring meeting at 
Richmond State Hospital. Attending 
the 4-day conference were, left to right, 
seated: Delbert Mesner, Nebraska Psy- 
chiatric Institute, Omaha, Neb.; Charles 
O’Connell, Middletown, N. Y., Treas- 
urer; Carl Yopp, Little Rock, Ark., 
President-Elect; Roy Purser, Raleigh, 
N. C.; Fred Matheson, Essondale, B. C.; 
and standing: William Brenizer, Rich- 
mond, Ind., Secretary; Alexis Tarumi- 
anz, Farnhurst, Del., Board Chairman; 
Joseph Greco, St. Louis, Mo., Presi- 
dent; Jim Hodges, Lansing, Mich., 
Governor-at-Large; Rod Clelland, Phoe- 
nix, Ariz.; and Dr. J. Klepfer, Superin- 


tendent of Richmond State Hospital. 

The board discussed the development 
of business administration in psychi- 
atric institutions as a career service, the 
advancement of standards for improv- 
ing the efficiency of business adminis- 
tration, and plans for conducting edu- 
cational workshops. 

A suggestion by MentaL Hospitats 
that the society help with the develop- 
ment of business administration articles 
was referred to the society’s editorial 
committee for action. 

The group also formulated a pro- 
gram for the third annual meeting of 
the society in October in Omaha, Neb., 
based on the discussion of future edu- 
cational aims and criteria for testing 
hospital supplies and equipment. 
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Research & Training Vital, 
Psychiatrists Tell Subcommittee 


“We believe a nation is rendered vul- 
nerable by harboring within itself large 
numbers of disturbed and retarded citi- 
zens who are neglected only because the 
resources are not made available for 
their care,” declared Dr. Jack R. Ewalt 
in his testimony before the House Ap- 
propriations Subcommittee on Labor, 
Health, Education, and Welfare, under 
the chairmanship of Rep. John E. Fo- 


garty (D., R.I.) on April 18. Dr. 
Ewalt, with Dr. Francis J. Braceland, 
was representing the A.P.A. in support 
of appropriations for the National In- 
stitute of Mental Health. Dr. Ewalt 
went on to tell the subcommittee: 

“The money requested for the 
N.I.M.H. for 1962 is substantial in sum, 
but in comparison with our national 
wealth it is not so impressive; it is less 


“incontinent wards... 
free of odor” 


erifil tablets 


A new study’ of 170 incontinent psychiatric patients proves DERIFIL 


Tablets effective in controlling ward odors. With oral administration of 
high-potency DeriFiL Tablets, “...fecal and urine odors disappeared, 
so that, from an odor standpoint, the incontinent wards were virtually 
indistinguishable from other wards.” In an earlier study, DERIFIL was 
termed “...a product of significance to the mental hospital. ...effective, 
easily administered, economically feasible....’” 

Containing 100 mg. of purified, water-soluble chlorophyll derivatives 
(as standardized in Tests and Standards for New and Nonofficial Reme- 
dies), DeriFrit Tablets provide up to twenty times the activity of pre- 
viously available chlorophyllin tablets. One Deririt Tablet daily 
normally provides effective odor control, though much higher dosages 
may be administered with complete safety, if desired. 

Supplied in bottles of 30 and 100, and in jars of 1000. 


Samples and literature available on request. 


1. Morrison, J. E.: Hospitals 33:97 (July 16) 1959. 
2. Laitner, W.: Psychiat. Quart. Suppl. II 29:190, 1955. 
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MOUNT VERNON, NEW YORK 


than 50 per cent of our 1958 expendi. 
ture for power lawn mowers and less 
than 25 per cent of our expenditure for 
candy, nuts, and confections (U. S. De. 
partment of Commerce, 1959). Surely 
a nation so rich that it can extend aid 
to all corners of the world can also af. 
ford to properly care for the sick and 
afflicted among its own citizens. Tooling 
up for this care requires continued ex. 
pansion of our research and training 
facilities.” 

Dr. Braceland pointed out that one 
of the principal recommendations of the 
final report of the Joint Committee on 
Mental Illness and Health is the con. 
tinued, additional support for mental 
health research. He said that the re. 
port would be the blueprint for mental 
health programs for at least the next 
ten years. The report is now beiore 
Congress. 

“T do not believe there is any neea 
for other surveys for a long time to 
come,” he added. “The pressing need 
is to implement the findings of this 
group, for it will redound not only to 
the benefit of the sick and their families, 
but also to the welfare of the nation.” 


South African Physician 
Talks to A.P.A. Staff 


As part of their ongoing educational 
program, staff members of the A.P.A. 
Central Office recently heard an inter- 
esting talk about psychiatry in South 
Africa. Dr. Lynn Gillis, senior psychi- 
atrist at Tara Hospital for Nervous Dis- 
eases at Johannesburg, described this 
unusual hospital which is the only thera- 
peutic community in South Africa. The 
hospital’s program closely follows Dr. 
Maxwell Jones’ concept of the thera- 
peutic community, but varies from it 
when necessary to meet local needs. 
The hospital is associated with the 
Medical School of the University of 
Witwatersrand. 

Dr. Gillis is on a three-months’ WHO 
Fellowship, visiting psychiatric facilities 
in Canada and the United States. He 
expects to return to Johannesburg in 
the fall, and has promised to prepare a 
paper on the Tara program for publica- 
tion in MENTAL HospIra Ls. 


PEOPLE & PLACES 

WASHINGTON, D. C.: Dr. William 
F. Sheeley, chief of the A.P.A. Gen- 
eral Practitioner Education Project, has 
been appointed to the Editorial Board 


of PsycHosomarics, the official journal | 
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of the Academy of Psychosomatic Medi- 
cine. 

Dr. Fritz A. Freyhan is the new 
| deputy chief of Neuropharmacology Re- 
search Center at St. Elizabeths Hospital. 
VIRGINIA: Dr. Rex Blankinship 
was elected president of Westbrook 
Sanitarium, Inc., in Richmond, upon 
the retirement of Dr. Paul V. Ander- 
son. Dr. John R. Saunders became 
its medical director, and Dr. T. F. 
Coates, Jr., assistant medical director. 

Lynchburg Training School has a new 
clinical director. He is Dr. Ilhan Nu- 
raltay, former chief of physical medi- 
cine and rehabilitation and director of 
research and training. Dr. Jack E. 
Botton, a neurosurgeon in part-time 
private practice, was appointed to suc- 
ceed Dr. Nuraltay as director of re- 
search and training. 
PENNSYLVANIA has three new 
| schools for the mentally deficient. They 
are: 1) Hamburg State School and 
Hospital, 954 beds—Don Longfellow, 
M.D., Superintendent; 2) Ebensburg 
State School (annex of Polk State 
School), 123 beds—A. B. Sigmann, 
M.D., Physician-in-Charge; 3) Penn- 
+ hurst State School Annex at White 
Haven, 376 beds—Leopold A. Potkon- 
ski, M.D., Superintendent. 

HERE & THERE: Compton Sanitarium, 
Compton, Cal. (G. Creswell Burns, 
M.D., Supt.) will from now on be 
known as the Compton Foundation 
Hospital. 

+ Dr. John G. Freeman resigned as 
instructor of psychiatry at the Nebras- 
ka Psychiatric Institute, Omaha, to be- 
come superintendent of the. Montana 
State Hospital at Warm Springs. 

Dr. Rudolph Depner, the assistant 
. commissioner of the Maryland Depart- 
ment of Mental Hygiene since 1957, has 
moved to Wisconsin to become medical 
director of the Milwaukee County 
Asylum. 

Dr. Joseph Marcovitch recently re- 
signed his position as superintendent of 
the Jacksonville State Hospital, Illinois, 
to resume his service with the Veterans 
Administration. He is now director of 
professional services at the VA Hos- 
pital in St. Cloud, Minn. 

Oregon recently opened a new state 
hospital at Wilsonville, the Dammasch 


| State Hospital. The $9-million, 460- 


intensive psychiatric center -will 
serve patients from the greater Port- 
land area. 


hospital under the superintendency of 


It will operate as an open. 


Dr. Russell L. Guiss, with the main 
concern on prevention of “demotiva- 
tion” by an active treatment program 
and early predischarge planning. A 
screening clinic, and outpatient and day- 
time hospital services will also be pro- 
vided. Dr. Hans Fink has been named 
director of the clinical section. 

HONORS: On March 2, the Junior 
Chamber of Commerce of Washington, 
D. C., presented the annual Melvin C. 
Hazen Award to Dr. James S, Costa, 
as the “outstanding young man in Dis- 
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trict Government.” Dr. Costa, a 33- 
year-old psychiatrist on the staff of the 
District of Columbia General Hospital, 
was nominated for his outstanding de- 
velopment and coordination of the re- 
habilitation program for narcotic ad- 
dicts at the hospital. 

Upon his retirement as Surgeon Gen- 
eral of the Navy, Dr. Bartholomew 
W. Hogan, the new A.P.A. assistant 
medical director, was awarded the Dis- 
tinguished Service Medal by President 
Kennedy. 


CHEST-O-BED 


with THERAPEUTIC 
benefits! 


ELGIN SYKO WARD-O 


The space-saving bed ensemble 


“This is it!” That’s the unanimous reaction of all 

hospital officials who haye seen the WARD-O-BED. it 
_ The headboard wardrobe is security type, spring 

bolted to corner—same as the chest. 45 

or 60”, (including 4” feet with glides); width 36”; 

depth, 74”. Both side and back-opening doors lock 
with chest key. An ensemble that’s —— prac- 

tical and practically perfect for a 

use. Wire or write now for further details. 


Canadian Distributers: SIMPSON’S, 45 Richmond Street, West, Toronto 1; Canada ; 


When it comes to government institution requirements, 
come to Karoll’s. We know your needs and 
here’s another product to prove it ! 


WARD-O-BED is also 
available in two-door 
back-opening models. } 


[IL 


eight, 


institutional 


INC. INSTITUTIONAL DIVISION 
32 North State Street, Chicago 2, lll. 
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“,.uniformly 
excellent results 
in the treatment 
of decubitus, 
varicose, 
arteriosclerotic, 
and diabetic ulcers.”* 


1) PANAFIL 


for enzymatic debridement and 


2) CHLORESIUM 


for prompt healing 


Reporting on a two-year study, clinicians described the regimen of Panarit Ointment for clean-up 
of surface ulcers, followed by CHLoresium Ointment for healing, as “the most effective” in their 
experience.* 

Panarit Ointment is a proteolytic agent for debridement of necrotic tissue or encrusted wound 
exudate. It produces a clean wound base, clearing out secondary infection without need for 
topical antibacterial medication. Stable and ready-to-use, Panarit is safe and convenient as a 
standard wound dressing. AND...it is priced far below other topical enzyme preparations. 
Cutoresium Ointment is a recognized aid to healing of ulcers, wounds, burns, and dermatoses. 
Its active ingredient, water-soluble chlorophyllin, speeds formation of healthy granulation tissue 
and epithelization, soothes irritated tissues, and deodorizes malodorous lesions. As a further 
advantage, the clinicians report, “...with many hundreds of cases we have yet to encounter a 
single case of irritation or sensitivity traceable to the active ingredient... .”* 


Ointment—Papain 10%, urea U.S.P. 10%, Curoresium Ointment—Water-soluble chlorophyll 
water-soluble chlorophyll derivatives 0.5% in a derivatives 0.5% in a hydrophilic ointment base. In 
hydrophilic ointment base. In 1-0z. and 4-oz. tubes 1-0z. and 4-oz. tubes and special hospital size. 


and special hospital size. Samples and literature on request from 


*Diamond, O. K.: New York J. Med. 59:1792, 1959. ( Aystan) Mount Vernon, N. Y. 
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